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<&  § 
<& 

§  FOREWORD 

STATE  HOUSE,  BOSTON  _g> 

€> 
€> 
-& 

In  the  death  of  Dr.  George  Milton  Kline  the  Common-  {§> 
wealth  lost  a  devoted  and  efficient  servant.  Appointed  to  "§ 
the  Commissionership  of  the  Department  of  Mental  Diseases 
when  that  Department  was  first  organized,  he  developed  a 


THE  COMMONWEALTH  OF  MASSACHUSETTS 
EXECUTIVE  DEPARTMENT 


November  8,  1933. 


morale  and  a  degree  of  efficiency  and  humanity  in  the  care  of  ^ 

^  the  mentally  ill  which  have  become  the  model  for  other  States  ^ 

<g_  and  a  source  of  lasting  pride  to  this  Commonwealth.  _g> 

<g.  As  Governor  of  Massachusetts,  I  welcome  this  oppor-  -g> 

<g-  tunity  to  pay  tribute  to  the  memory  of  one  who  accomplished  -g> 

<§-  much  for  the  mentally  afflicted  of  the  Commonwealth.  -{§> 

<&  -& 

<§-  JOSEPH  B.  ELY.  -g> 

§  ■& 

§  ■& 

§  ■& 


55328 


TRIBUTE  OF  COMMISSIONERS 
DEPARTMENT  OF  MENTAL  DISEASES 


f  m  tfUttunruutt  •§ 

•9-  § 

§  -  €> 

It  is  with  a  profound  sense  of  loss  that  the  Associate  Commissioners 

tqv      of  the  Department  of  Mental  Diseases  record  the  death  of  Doctor  George  ^pf 

<^J      Milton  Kline,  Commissioner  of  the  Department,  which  occurred  in  Boston,  "iS" 

<g-     J anuary  5,  1933,  after  a  short  illness.  -g> 

<Q-  When  the  Massachusetts  Commission  on  Mental  Diseases  was  organ- 

\o      ized  in  1916  he  was  induced  to  leave  the  Superintendency  of  the  Danvers  j~i 

State  Hospital  to  become  its  Director,  and  in  1919  when  the  Commission  vS* 

<Q-     was  reorganized,  becoming  the  Department  of  Mental  Diseases,  he  was  -£c^> 

<g)      appointed  Commissioner,  which  position  he  held  continuously  until  the  rpz 

g"     time  of  his  death.  "g* 

g"  By  his  executive  genius,  his  breadth  of  vision,  his  unerring  grasp  of 

<§j-     detail,  and  by  the  strength  of  his  personality  which  inspired  an  intense 

£1     personal  loyalty  on  the  part  of  all  his  associates  and  subordinates,  he  united  rp^ 

the  separate,  unrelated  institutions  which  he  found  on  his  assuming  office  ^zf 
VJ*     into  a  cohesive  system  which  is  properly  the  envy  of  our  sister  states. 

Under  his  guidance  the  care  of  the  patients  in  the  mental  hospitals  of  the  rpc 
1^     Commonwealth  has  become  the  standard  which  state  hospitals  throughout  ~f 

the  country  strive  to  emulate. 

He  was,  however,  far  more  than  an  organizer  and  guide  of  institutions. 

His  attention  was  early  devoted  to  the  need  of  preventive  work,  and  he 

developed  the  first  state-wide  system  of  mental  hygiene  and  research.  Nor 

<^J      was  this  all;  the  development  of  school  clinics  and  of  statistical  research,  Tbr 
<^5}-     as  well  as  of  the  present  highly  satisfactory  relations  of  the  Department 
so      with  the  Courts  of  the  Commonwealth,  are  all  notable  among  his  contri- 
*2r     butions  to  the  welfare  and  progress  of  Massachusetts.    His  outstanding 

accomplishments  earned  for  him  an  international  reputation,  and  his  ad- 
sq^      vice  was  sought  by  workers  in  the  psychiatric  field  from  the  four  quarters  nz 
jz^     of  the  globe.  He  was  President  of  the  New  England  Society  of  Psychiatry,  g 

former  President  of  the  American  Psychiatric  Association,  and  the  Massa- 
<gl     chusetts  Psychiatric  Society;  a  member  of  the  Medical  Council  of  the  GZ> 

^g"     United  States  Veterans'  Administration;  a  member  of  the  Governing  ^ 

Board  of  the  International  Committee  for  Mental  Hygiene,  and  a  Knight  iS* 
<Q-     of  the  Legion  of  Honor.    He  had  also  received  the  honorary  degree  of 

l=y     Master  of  Arts  from  his  Alma  Mater,  the  University  of  Michigan.  jzf 

The  Associate  Commissioners  ever  found  in  him  a  wise  counsellor  and  ^rf 

a  beloved  friend.   They  hereby  direct  that  this  tribute,  inadequate  as  any  Tb? 

<Q-     tribute  to  the  memory  of  any  great  man  must  needs  be, — be  spread  upon  -g> 

sq^     the  records  of  the  Department,  and  that  copies  be  forwarded  to  His  j-, 

z^"  Excellency,  the  Governor,  and  to  the  family  of  their  departed  friend  and  t£? 
<§-  associate. 

<g.  Heney  M.  Pollock,  M.D.  ^ 

<q_  Charles  G.  Dewey,  M.D.  rp> 

1?  Samuel  Kalesky.  ^zf 

Boston,  Mass.  TS^ 

<§-     January  9,  1983.  -g> 

<§-  § 


<§- 
<§- 


RESOLUTIONS 

BY  SUPERINTENDENTS  OF  STATE  INSTITUTIONS 
UNDER  DEPARTMENT  OF  MENTAL  DISEASES 


Upon  the  death  of  Dr.  George  Milton  Kline,  a  man  of  inter- 
national reputation,  the  Commonwealth  has  suffered  an  irre- 
parable loss.  An  eminent  psychiatrist,  endowed  with  unusual 
executive  ability,  added  to  many  years  of  experience,  he  was 
especially  fitted  for  the  arduous  duties  of  Commissioner  of 
Mental  Diseases.  Dr.  Kline  had  a  keen  interest  in  the  welfare 
of  every  patient  and  employee  in  the  institutions  under  his  care;  -§* 
he  gave  untiringly  of  himself  in  their  behalf.  As  a  wise  coun-  {§> 
sellor,  leader  and  friend,  he  endeared  himself  to  the  superin-  -g> 
tendents  who  mourn  his  passing.  The  standards  of  service  -g> 
upheld  by  him  will  long  serve  as  an  impetus  to  carry  on  the  work  _g> 
to  which  he  was  so  devoted.  We  who  knew  him  so  intimately  .g, 
in  his  work  realize  how  deeply  his  loss  will  be  felt  in  the  home, 
and  to  his  family  we  extend  our  deepest,  heartfelt  sympathy 
and  friendliness. 


Dr.  James  V.  May 
Dr.  Charles  E.  Thompson 
Dr.  Walter  E.  Lang 
Dr.  William  A.  Bryan 
Dr.  Harlan  L.  Paine 
Dr.  Morgan  B.  Hodskins 
Dr.  George  E.  McPherson 


February  6,  1933. 


Dr.  Ransom  A.  Greene 
Dr.  Ralph  M.  Chambers 
Dr.  Clarence  A.  Bonner 
Dr.  Roderick  B.  Dexter 
Dr.  Earl  K.  Holt 
Dr.  C.  Stanley  Raymond 
Dr.  Samuel  Smith  Cottrell 


RESOLUTIONS  OF 
ASSOCIATIONS  OF  STEWARDS 
UNDER  DEPARTMENT  OF  MENTAL  DISEASES 

<&  § 

f  3m  Hfottiirteitt  f 

<§-   

<&    § 

A  Leader  has  gone ;  he  has  put  down  his  guiding  torch ;  but  he  has  left 
<§}     behind  enduring  monuments  in  the  institutions  of  this  Commonwealth.  {§> 

<3-  -& 

jzr  A  Fighter  has  passed;  he  has  laid  aside  his  armor  and  has  given  up  Srf 

z£>  the  fight,  but  the  results  of  his  victorious  battles  are  evidenced  in  every  tS? 
43"     advancement  in  the  care  of  the  mentally  ill  in  this  State. 

<&  €> 

A  Friend  has  crossed  to  the  great  unknown  but  his  pleasant  memory  cx 
Iz;      shall  endure  in  the  hearts  of  every  man  who  knew  him. 

■& 

<g.  WHEREAS,  in  the  passing  of  Dr.  George  M.  Kline,  the  Stewards'  -g> 

Association  of  the  Department  of  Mental  Diseases  has  lost  a  leader  whose  <q 
clear  thinking  pointed  the  way  to  ever-increasing  heights;  whose  fighting 
qualities  made  him  ever  an  ally  in  the  struggle  for  advancement;  whose 

z5"      friendship  was  always  an  incentive  to  greater  efforts  and  a  higher  goal.  "tx 

§  BE  IT  RESOLVED  that  this  Association  of  Stewards  joins  in  a 

1^      tribute  of  affection  and  esteem  for  the  memory  of  George  Milton  Kline,  jrf 
whose  guiding  spirit  will  long  be  felt  and  cherished  in  the  councils  of  this 
organization,  and  further  that  these  resolutions  be  spread  upon  the  records 
of  the  Association  and  that  a  copy  be  transmitted  by  the  Secretary  to  the 
<g.     family  of  Dr.  Kline.  -g> 

<&  ■& 
J=C  Warren  A.  Merrill  Pascal  A.  Cantoreggi  cz 

Walter  E.  Boyd  Howard  R.  Car  ley 

<St           Clarence  D.  Mayxabd  Frank  W.  Smith  "tSr 

Lloyd  C.  Latimer  Frederick  H.  Bradford 

<g-           Samuel  S.  Cottrell,  M.D.  P.  I.  Wiley  •§> 

Arthur  E.  Gllman  Herbert  W.  Smith  ^> 

<g_           Adam  D.  Smith  Charles  F.  Simonds  ^> 

^            Chester  R.  Harper  John  F.  Donnell  j—> 

g  Myron  L.  Marr  Perry  E.  Curtis 

Roy  S.  Shipman  Roger  H.  LiTTLEFraLD  "tx 

<& 

48"      Boston,  Mass. 

<§}     January  10,  1933.  -g> 

<§-  €> 
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RESOLUTIONS  ADOPTED  BY  THE 
NEW  ENGLAND  SOCIETY  OF  PSYCHIATRY 

At  a  regular  meeting  held  at  the  Grafton  State  Hospital, 
North  Grafton,  Massachusetts,  on  April  25,  1933 

In  the  death  of  Dr.  George  Milton  Kline  on  January  5,  1933, 
the  New  England  Society  of  Psychiatry  lost  its  President  and 
one  of  its  most  interested  and  distinguished  members. 

For  nearly  five  years  Superintendent  of  the  Danvers  State 
Hospital,  and  for  over  sixteen  years  Commissioner  of  Mental 
Diseases,  Dr.  Kline  devoted  the  best  years  of  his  life  to  the 
Massachusetts  State  hospital  service. 

For  many  years  a  leader  in  the  psychiatric  activities  of  New 
England,  and  honored  as  he  was  from  time  to  time  by  the 
Massachusetts  Psychiatric  Society,  the  American  Psychiatric 
Association,  and  practically  every  other  organization  looking 
towards  the  welfare  of  the  mentally  disordered  in  this  country, 
his  loss  is  one  which  must  be  shared  with  the  nation. 

Recognized  by  foreign  governments  and  medical  societies  in 
other  countries,  Dr.  Kline's  pre-eminence  in  his  chosen  profes- 
sion was  known  far  beyond  the  confines  of  his  native  land. 

The  intimate  associations  of  many  years  have  endeared  him  to 
everyone.  The  outstanding  characteristics  of  his  charming 
personality  will  remain  with  us  as  a  pleasant  memory  for  all  time. 

To  the  members  of  his  immediate  family  who  have  sustained 
such  an  overwhelming  loss,  we  extend  our  most  sincere  sympathy. 

Committee : 

James  V.  May,  M.D.  Horace  G.  Ripley,  M.D. 

L.  Vernon  Briggs,  M.D.       Charles  T.  LaMoure,  M.D. 
Benjamin  W.  Baker,  M.D.    Forrest  C.  Tyson,  M.D. 
A.  H.  Harrington,  M.D. 
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TRIBUTE  BY  THE  BOARD  OF  TRUSTEES 
OF  FOXBOROUGH  STATE  HOSPITAL 

In  the  death  on  January  fifth  of  Dr.  George  M.  Kline,  State 
Commissioner  of  Mental  Diseases,  the  loss  to  this  Common- 
wealth was  deeply  serious.  Dr.  Kline  was  a  man  eminent  in 
his  department,  alike  for  his  professional  qualifications  and  his 
broad  and  intimate  knowledge  of  the  nature  of  mental  diseases. 
His  personality  was  considerate,  helpful,  and  always  cheering. 
His  counsel  was  never-failing;  and  the  friendly  element  that 
was  breathed  into  all  his  reactions  was  assuring  and  manifestly 
helpful.  In  his  seemingly  untimely  death,  this  Hospital,  as 
much  possibly  as  any  institution  in  the  Commonwealth,  senses 
an  irreparable  loss. 

EXTRACT  FROM  THE  MICHIGAN  ALUMNUS 
JANUARY  21,  1933 
In  Memoriam 

George  Milton  Kline,  'Olm,  A.M.  (Hon.)  '31 

Within  a  few  hours  of  the  death  of  his  close  friend,  Calvin 
Coolidge,  Dr.  George  Milton  Kline  died  January  5,  1933,  at  his 
home  in  Boston,  following  a  collapse  late  in  December  which 
had  been  accompanied  by  a  weakening  of  the  heart. 

Dr.  Kline  had  the  distinction  of  serving  under  six  governors 
of  Massachusetts  as  State  Commissioner  of  Mental  Diseases. 
He  was  first  appointed  by  Governor  McCall  in  1916,  was  con- 
tinued in  this  responsible  position  by  Governor  Coolidge  follow- 
ing the  reorganization  of  the  State  government,  and  had  held  it 
continuously  since  that  time.  Laying  a  foundation  for  the  post 
he  was  destined  later  to  hold,  Dr.  Kline  served  in  positions  of 
importance  in  various  state  institutions  —  six  years  in  the 
Michigan  State  Psychopathic  Hospital  at  Ann  Arbor  —  and 
had  come  to  be  recognized  as  an  authority  on  the  treatment  of 
the  mentally  sick.  He  had  early  proved  himself  an  administrator 
of  rare  ability  —  management  of  the  sixteen  large  institutions 
of  Massachusetts  presupposes  such  talents  —  but  he  also  brought 
to  his  task  humanitarian  and  social  qualities  which  doubled  his 
usefulness  as  a  public  servant. 

Dr.  Kline  was  a  member  of  the  University  of  Michigan  Club 
of  New  England  and  his  fellows  have  expressed  themselves  as 
deeply  grieved  at  the  loss  of  their  "beloved  associate"  and  "most 
distinguished  member."  He  was  General  Chairman  of  the 
National  Alumni  Dinner  held  in  Boston  the  evening  before  the 
Michigan-Harvard  game  of  1930. 
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TRIBUTE  OF  PRESIDENT,  OFFICERS  AND  DIRECTORS 
OF  THE  BOSTON  MORRIS  PLAN  COMPANY 

1878  —  Dr.  George  Milton  Kline  —  1933 

It  is  given  to  but  few,  in  the  brief  span  of  maturity,  to  accom- 
plish works  that  will  endure  beyond  their  own  lifetime  and  grow 
in  strength  with  the  years.  They  are,  in  general,  men  to  whom 
life  holds  out  a  great  challenge  and  who  find  within  themselves 
the  knowledge  and  the  energy  to  make  vision  a  reality.  We 
grieve  today  for  the  passing  of  such  a  man,  our  friend  and  asso- 
ciate, Dr.  George  Milton  Kline. 

At  the  age  of  fifty-four  years  he  has  closed  a  career  that  has 
brought  definite  and  visible  improvement  to  humankind.  In 
his  official  life  as  Superintendent  of  a  great  State  hospital  and  as 
Commissioner  of  Mental  Diseases  for  the  Commonwealth  of 
Massachusetts  he  had  measured  off  and  staked  out  an  advance 
in  the  science  of  healing. 

To  his  great  skill  as  a  physician  and  to  his  unusual  administra- 
tive ability  there  was  added  a  superb  sense  of  justice  that  made 
him  stand  between  the  afflicted  and  all  oppression.  The  har- 
mony of  life  which  he  felt  in  his  own  soul  he  brought  to  the 
treatment  of  the  mentally  ill,  building  up  around  them  an 
enlightened  care  and  solicitude  that  do  honor  to  our  civilization. 
He  labored  not  alone  to  protect  and  comfort  the  distracted  but 
to  repair  the  human  intellect  and  whenever  possible  to  return 
the  patient  to  society. 

His  insight  penetrated  not  only  the  lives  of  those  committed 
to  his  care  but  also  the  lives  of  those  who  worked  with  him  in 
his  high  cause.  Their  best  work  could  be  done  only  if  their 
minds  were  free  from  anxiety  and  their  prospect  of  life  secure. 
To  each  he  strove  to  bring  contentment.  To  each  he  afforded 
an  opportunity  of  training  for  leadership.  Day  by  day  he  toiled 
to  build  a  system  in  which  medical  skill  and  high  administrative 
purpose  should  be  forever  secured  to  those  upon  whom  should 
fall  the  blight  of  mental  disease. 

How  rare  and  how  splendid  a  fortune  that  such  gifts  should 
find  so  perfect  a  field  for  operation!  To  the  State  of  his  adop- 
tion he  has  brought  renown  that  draws  the  inquiring  from  the 
ends  of  the  earth.  How  best  to  care  for  the  afflicted?  How 
best  to  restore  and  reinstate  the  dethroned  reason?  How  best 
to  supply  the  future  with  competent  and  honorable  leaders? 
These  were  the  things  he  sought.  These  were  the  things  in 
which  he  found  happiness,  leaving  for  others  the  proffered  emolu- 
ments that  beckoned  him  to  new  fields  and  less  laborious  tasks. 

For  years  he  sat  among  us  in  all  the  simplicity  of  his  great 
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character,  wise  in  counsel,  unsurpassed  in  his  consideration  for 
others.  We  shall  look  back  and  remember  his  gracious  presence 
and  hear  again  in  memory  the  thrilling  voice  that  was  an  index 
of  the  calm  that  possessed  his  spirit.  To  have  known  him  is 
one  of  the  gains  of  life.  He  labored  that  others  might  live.  He 
died  a  sacrifice  to  his  love  for  humankind. 

The  Boston  Morris  Plan  Company 

F.  Earl  Wallace,  President 
Charles  A.  Birmingham,  Vice-President 
William  G.  Harber,  Jr.,  Vice-President 
Thomas  R.  Shea,  Vice-President 
Ralph  L.  Donnelly,  Vice-President  and  Treasurer 
Leslie  R.  Clough,  Assistant  Treasurer 
Nathaniel  Golden,  Counsel 

Directors 

Austin  L.  Babcock  Henry  H.  Kohn 

Charles  A.  Birmingham    Wallace  D.  McLean 
Stanwood  G.  Bradlee      Arthur  J.  Morris 
Henry  0.  Cushman  Joseph  H.  Soliday 

Nathaniel  Golden  F.  Earl  Wallace 

George  W.  Webster 

RESOLUTIONS  ADOPTED  BY 
BOSTON  SCHOOL  OF  OCCUPATIONAL  THERAPY 

RESOLVED:  In  the  death  of  our  President,  Dr.  George  M. 
Kline,  this  organization,  stunned  and  bowed  in  grief,  carry  on 
with  the  stimulation  of  memories  of  a  great  man,  a  personal 
friend,  and  an  efficient  administrator. 

Any  attempt  to  evaluate  this  man  in  comparison  to  other 
personalities  fails.  Only  those  who  knew  him  intimately  could 
appreciate  his  personal  qualities  —  always  gracious  —  a  keen 
analytical  mind  —  direct  in  his  approach  to  what  he  believed  to 
be  right  —  abhorrence  toward  anything  which  savored  of  un- 
truth or  wrong  —  loyalty  to  his  associates  —  unceasing  con- 
structive energy  in  his  work  —  established  him  as  a  great  ad- 
ministrator and  most  useful  citizen. 

As  a  personal  friend  to  many  of  us  he  possessed  a  rare  charm 
of  personality  —  stolidity  of  character  —  a  peculiar  sense  of 
security  while  in  his  presence  —  a  certain  feeling  of  protection 
against  the  destructive  influences  about  us,  —  in  short,  —  we 
loved  him. 

The  directors  of  the  school  assembled  here  today  realize  full 


11 


well  our  loss  and  wish  to  express  our  sincere  sympathy  to  his 
family. 

We  appreciate  fully  the  constructive  policies  —  high  standards 
and  helpful  suggestions  which  contributed  to  our  success  under  his 
leadership. 

He,  therefore,  lives  on  in  our  memory,  ever  present  in  spirit, 
giving  us  faith  and  courage  to  maintain  our  ideals. 

THEREFORE,  BE  IT  RESOLVED:  That  these  resolutions 
be  made  a  part  of  the  permanent  records  of  the  Corporation  and 
Board  of  Directors  of  the  Boston  School  of  Occupational  Therapy 
and  that  a  copy  be  sent  with  an  expression  of  our  deepest  sym- 
pathy to  Mrs.  Kline. 

On  behalf  of  the 

Corporation  and  Board  of  Directors, 

Marjorie  B.  Greene,  Director 

EXTRACT  FROM  THE  APRIL,  1933,  NUMBER  OF 
"MENTAL  HYGIENE' ' 

Dr.  George  M.  Kline,  Commissioner  of  the  Massachusetts 
Department  of  Mental  Diseases  since  1916,  died  at  his  residence 
in  Boston  on  January  5,  1933,  at  the  age  of  fifty-four,  after  an 
illness  of  two  weeks,  due  to  heart  disease.  Born  in  Pittsburgh, 
Pennsylvania,  in  1878,  Dr.  Kline  received  his  degree  in  medicine 
at  the  LTniversity  of  Michigan  in  1901.  The  honorary  degree 
of  Master  of  Arts  was  conferred  upon  him  by  his  Alma  Mater 
in  1931. 

After  having  served  on  the  staff  of  the  Worcester  (Massachu- 
setts) State  Hospital,  the  Mount  Pleasant  (Iowa)  State  Hospital, 
and  the  Psychopathic  Hospital  at  Ann  Arbor,  Michigan,  Dr. 
Kline  came  to  Massachusetts  in  1912  as  superintendent  of  the 
Dan  vers  State  Hospital. 

A  member  of  numerous  medical  societies,  he  was  honored  by 
many  of  them,  having  been  president  of  the  American  Psychiatric 
Association,  the  Massachusetts  Psychiatric  Society,  the  New 
England  Society  of  Psychiatry,  and  the  Phi  Beta  Pi  Medical 
Fraternity.  He  was  a  very  active  contributor  to  the  work  of 
the  Massachusetts  Society  for  Mental  Hygiene  and  of  the  Na- 
tional and  International  Committees  for  Mental  Hygiene.  He 
was  a  director  of  the  Boston  Morris  Plan  Bank,  the  Boston 
Deaconess  Hospital,  and  the  Boston  School  of  Occupational 
Therapy.  He  was  a  corresponding  member  of  the  Societe 
MSdico-Psychologique  of  France,  and  received  the  decoration 
of  Chevalier  of  the  Legion  of  Honor  from  the  French  Govern- 
ment.   He  is  survived  by  his  wife  and  two  daughters. 
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Dr.  Kline  was  a  frequent  contributor  to  the  literature  of 
medicine  and  psychiatry.  There  was  no  more  loyal  and  enthu- 
siastic supporter  of  the  American  Psychiatric  Association,  and  he 
never  failed  to  take  an  active  part  in  its  sessions.  Thoroughly 
informed  on  every  phase  of  psychiatry,  and  vitally  concerned  in 
everything  that  contributed  to  its  welfare,  Dr.  Kline  was  looked 
upon  throughout  the  land  as  one  of  the  ablest  executives  in  his 
specialty  that  this  country  has  produced.  His  thorough  knowl- 
edge of  his  own  field  of  medicine,  as  well  as  his  rare  judgment, 
combined  with  an  unusually  attractive  personality,  made  him 
one  of  our  most  popular  hospital  administrators.  His  death  is 
an  irreparable  loss  to  the  Commonwealth  of  Massachusetts.  His 
achievements  in  his  chosen  field  of  work,  his  accomplishments  as 
a  director  of  the  mental  hospitals  of  Massachusetts  and  of  the 
Metropolitan  State  Hospital  near  Boston,  which  was  planned  by 
him,  are  monuments  to  Dr.  Kline  that  will  serve  as  a  tribute  to 
his  memory  for  all  time. 
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GEORGE  MILTON  KLINE,  A.M.,  M.D. 
A  Biographical  Sketch 
By  James  V.  May,  M.D., 
Superintendent,  Boston  State  Hospital 
Commissioner  of  Mental  Diseases,  Commonwealth  of  Massachusetts, 

1933-1934 

George  Milton  Kline,  son  of  Daniel  Zimmerman  and  Eleanor 
Bitler  Kline,  was  born  in  Pittsburgh,  Pennsylvania,  on  March  6, 
1878.  Educated  in  the  public  schools  of  Grand  Rapids,  Michi- 
gan, he  was  graduated  from  the  University  of  Michigan  Medical 
School  in  1901.  The  Honorary  Degree  of  Master  of  Arts  was 
conferred  upon  him  by  his  Alma  Mater  in  1931,  with  the  follow- 
ing citation: 

"The  methods  of  treatment  which  he  devised  and  the 
hospitals  which  he  organized  and  directed,  have  served  as 
models  everywhere,  and  brought  to  him  recognition  at 
home  and  abroad.  A  skillful  physician  to  whom  the  afflicted 
turn  for  healing,  a  wise  counsellor  to  whom  his  colleagues 
look  for  leadership,  he  has  labored  effectively  for  the  public 
good." 

Serving  first  on  the  staff  of  the  Worcester  State  Hospital, 
Worcester,  Massachusetts,  for  one  year,  Dr.  Kline  spent  the  next 
four  years  (1902-1906)  at  the  Mt.  Pleasant  State  Hospital,  Mt. 
Pleasant,  Iowa,  and  was  married  to  Ethel  A.  Fry  of  Grand 
Rapids,  Michigan,  in  1906.  From  1906-1912  he  was  First 
Assistant  Physician  at  the  State  Psychopathic  Hospital,  Uni- 
versity of  Michigan,  Ann  Arbor,  Michigan,  coming  to  Massachu- 
setts in  March,  1912,  as  Superintendent  of  the  Danvers  State 
Hospital.  From  August,  1916,  until  the  time  of  his  death,  he 
was  the  Commissioner  of  Mental  Diseases  of  the  Commonwealth 
of  Massachusetts. 

Dr.  Kline  was  affiliated  with  the  following  organizations :  the 
American  Medical  Association;  the  Massachusetts  Medical  Soci- 
ety; the  American  Psychiatric  Association  (President  1926-1927) ; 
the  Massachusetts  Psychiatric  Society  (President  1925-1926); 
the  New  England  Society  of  Psychiatry  (President  1932-1933) ; 
the  National  Committee  for  Mental  Hygiene;  the  Massa- 
chusetts Society  for  Mental  Hygiene;  the  American  Psycho- 
pathological  Association;  the  American  Association  for  the  Study 
of  the  Feebleminded;  the  Association  for  Research  in  Nervous 
and  Mental  Diseases;  the  Board  of  Directors,  Massachusetts 
Society  for  Social  Hygiene;  the  Medical  Council  of  the  United 
States  Veterans  Administration;  the  Committee  on  Organiza- 
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tion,  First  International  Congress  on  Mental  Hygiene;  the  Cor- 
poration and  Board  of  Directors,  Boston  School  of  Occupational 
Therapy  (President,  Board  of  Directors,  1930-1933);  the  Cor- 
poration, Board  of  Trustees,  and  Executive  Committee  of  the 
New  England  Deaconess  Hospital,  Boston;  the  Board  of  Direc- 
tors, Boston  Morris  Plan  Bank;  the  University  of  Michigan 
Club  of  New  England;  the  Phi  Beta  Pi  medical  fraternity;  and 
the  Boston  City  Club.  He  was  a  Foreign  Associate  Member  of 
the  Societe  Medico-Psychologique  of  Paris  and  a  member  of  the 
American  Society  of  the  French  Legion  of  Honor,  Inc.  Dr. 
Kline  was  a  Thirty-second  Degree  Mason,  a  Knight  Templar, 
and  a  member  of  Aleppo  Temple  of  the  Mystic  Shrine. 

During  the  World  War  he  served  as  a  member  of  the  War 
Work  Committee  of  the  National  Committee  for  Mental  Hygiene, 
was  the  Chairman  of  the  Massachusetts  Committee  for  War 
Work  in  Neurology  and  Psychiatry,  and  an  Advisory  Consultant 
in  Neuro-Psychiatry  for  the  Boston  District. 

Under  Dr.  Kline's  administration  as  head  of  the  Massachusetts 
Department  of  Mental  Diseases,  an  intensive  program  in  educa- 
tion and  prevention  was  followed,  and  much  of  the  procedure  in 
the  State  institutions  was  standardized.  His  policies  attracted 
world-wide  attention  and  respect,  and  his  advice  was  sought  by 
many  authorities  both  at  home  and  abroad. 

In  an  effort  to  provide  more  adequately  for  the  mentally  ill  in 
Missouri,  officials  of  the  City  of  St.  Louis,  in  1921,  sought  ad- 
visory assistance  of  the  National  Committee  for  Mental  Hygiene. 
Dr.  Kline  was  asked  to  go  to  St.  Louis  for  this  purpose,  and 
following  his  visit  the  Missouri  Society  for  Mental  Hygiene  wrote 
to  the  National  Committee  stating  that  the  surest  test  of  their 
appreciation  of  the  work  he  did  would  be  what  was  accomplished 
by  them  in  the  years  to  come.  Again,  at  the  request  of  the 
Governor  of  that  state,  Dr.  Kline  visited  St.  Louis  in  1923,  and 
later,  one  of  the  buildings  at  the  St.  Louis  Training  School  was 
named  "Kline  Hall"  in  his  honor. 

In  1924  the  Governor  of  Texas  and  the  Texas  Eleemosynary 
Commission  requested  the  National  Committee  for  Mental 
Hygiene  to  make  a  survey  of  the  seven  mental  hospitals  in  that 
state.  Dr.  Kline  was  asked  to  make  this  survey  and  as  a  result 
of  his  study  and  report  a  measure  was  enacted  in  the  Legislature 
providing  for  a  Department  of  Mental  Hygiene  in  Texas. 

In  1928  Dr.  Kline  was  decorated  by  the  French  Government 
with  the  Cross  of  Knight  of  the  Legion  of  Honor,  in  recognition 
of  the  valuable  assistance  rendered  by  him  in  connection  with 
problems  dealing  with  the  mentally  ill  and  mentally  defective  in 
Canada. 
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At  the  request  of  the  Governor  of  Arkansas  and  the  Board  of 
Managers  of  the  State  Hospital  for  Nervous  Diseases  at  Little 
Rock,  Dr.  Kline  made  a  survey  of  conditions  at  that  hospital  in 
1929.  His  report  was  unanimously  accepted  by  the  Board  of 
Managers  and  the  Legislative  Committee  of  that  state,  and  a 
bill  was  passed  providing  for  a  $3,000,000  hospital. 

In  December,  1929,  at  the  request  of  the  Indiana  Society  for 
Mental  Hygiene  for  assistance  in  connection  with  their  problems 
in  that  state,  Dr.  Kline  addressed  the  State  Conference  on 
Mental  Health,  held  in  Indianapolis. 

The  First  International  Congress  on  Mental  Hygiene  was  held 
in  Washington,  D.  C,  May  5th  to  10th,  1930.  His  Excellency, 
the  Honorable  Herbert  Hoover,  President  of  the  United  States, 
was  Honorary  President  of  the  Congress,  which  was  sponsored 
by  mental  hygiene  organizations  in  this  and  other  countries. 
Leaders  in  the  mental  hygiene  field,  the  world  over,  were  present, 
approximately  fifty  of  them  from  countries  outside  of  the  United 
States  having  leading  places  on  the  program.  Dr.  Kline,  a  mem- 
ber of  the  Executive  Committee  of  the  Committee  on  Organi- 
zation of  this  Congress,  was  designated  by  his  Excellency, 
Governor  Frank  G.  Allen,  as  official  representative  of  the  Com- 
monwealth of  Massachusetts. 

He  was  also  a  delegate,  appointed  by  the  President  of  the 
United  States,  to  the  White  House  Conference  on  Child  Health 
and  Protection,  held  in  Washington,  D.  C,  in  November,  1930. 

Some  of  the  outstanding  accomplishments  of  Dr.  Kline's 
administration  as  head  of  the  Massachusetts  Department  of 
Mental  Diseases  are  noted  herewith : 

The  establishment  of  a  uniform  curriculum  in  the  Train- 
ing Schools  for  Nurses  at  the  State  institutions  under  the 
Department. 

The  institution  of  a  special  course  in  psychiatric  nursing. 

The  creation  of  the  position  of  Director  of  Social  Service 
for  the  purpose  of  organizing  and  standardizing  the  social 
service  work  of  the  State  institutions. 

The  creation  of  the  position  of  Farm  Investigator  —  that 
the  farming  activities  of  all  institutions  may  be  observed 
and  results  analyzed. 

The  creation  of  the  position  of  Assistant  Engineer,  to 
supervise  engineering  and  architectural  problems  with 
reference  to  special  projects,  and  maintenance  repairs  and 
upkeep  of  the  institutions. 

The  adoption  of  a  ten-year  construction  program  — 
much  of  which  has  been  completed  —  providing  many 
additions  to  existing  institutions. 

The  adoption  of  a  ration  allowance  for  determining  the 
food  requirements  at  the  various  institutions. 
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The  opening  of  a  printing  plant  at  the  Gardner  State 
Colony  for  the  Department  and  institutions. 

The  standardization  of  records  at  all  institutions. 

The  development  of  occupational  therapy  in  the  insti- 
tutions. 

The  adoption  of  uniform  rules  and  regulations  for  the 
institutions. 

Better  housing  conditions  for  officers  and  employees  at 
the  institutions. 

The  development  and  opening  of  the  Belchertown  State 
School,  Belchertown,  in  1922,  the  land  for  which  was  pur- 
chased in  1915. 

The  creation  of  the  Division  of  Mental  Hygiene  in  1922, 
the  purpose  of  which  is  to  prevent  mental  illness  and  to 
diminish  the  increasing  number  for  whom  provision  must 
be  made  in  the  State  institutions,  by  means  of  investiga- 
tions and  inquiries  relative  to  all  causes  and  conditions 
having  to  do  with  mental  diseases,  feeblemindedness,  and 
epilepsy.  Massachusetts  was  the  first  State  to  take  the 
necessary  legislative  action  creating  such  a  Division.  This 
marked  a  very  great  forward  step  in  the  field  of  preventive 
work. 

The  organization  of  out-patient  clinics  in  various  cities 
and  towns  —  connected  with  general  hospitals  where  pos- 
sible —  to  serve  not  only  the  needs  of  the  patients  in  the 
State  hospitals,  but  to  be  in  a  position  to  render  first  aid, 
that  is,  to  administer  treatment  in  all  cases  of  nervous 
disorders  that  occur  in  and  about  the  community  where 
such  clinics  are  established. 

The  development  of  special  clinics  for  children  of  pre- 
school age. 

The  organization  of  habit  clinics. 

The  inauguration  of  special  research  work  at  some  of  the 
State  hospitals,  in  neurosyphilis,  epilepsy,  stuporous  con- 
ditions, the  effect  of  drugs  upon  the  brain  chemistry  and 
the  intracranial  pressures,  dementia  praecox,  heredity,  etc. 

The  creation  of  the  Division  of  Mental  Deficiency  in 
1922,  to  deal  with  the  problems  of  the  mentally  deficient, 
as  well  as  various  phases  of  the  work  carried  on  in  the  field 
of  mental  defect,  both  within  the  institutions  and  in  the 
community.  The  State's  program  for  the  mentally  de- 
ficient embraces  the  following  factors:  Identification; 
Registration;  Education;  Supervision;  Segregation. 

The  passage  of  legislation  providing  for  the  examination 
of  school  children  three  or  more  years  retarded,  the  work 
being  carried  on  by  traveling  clinics.  The  establishment 
of  these  clinics,  in  which  the  Department  of  Mental  Diseases 
co-operates  with  the  Department  of  Education,  represents 
a  pioneer  achievement  in  this  field. 
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In  his  address  to  the  legislature  in  1922,  Governor 
Channing  H.  Cox  said:  "The  establishment  of  school 
clinics  —  the  Department  of  Mental  Diseases  co- 
operating with  the  Department  of  Education  — 
whereby  school  children  three  or  more  years  backward 
are  examined,  represents  an  extraordinary  achieve- 
ment, there  being  no  known  similar  provision  anywhere 
else  in  the  world." 

The  creation  of  the  Division  for  the  Psychiatric  Ex- 
amination of  Prisoners  in  1924. 

The  routine  examination  of  convicted  prisoners  in 
county  jails,  Massachusetts  being  the  first  State  to  provide 
for  such  examination. 

Provisions  for  the  routine  examination  of  certain  groups 
of  accused  prisoners,  examination  being  made  under  the 
auspices  of  the  Department  of  Mental  Diseases,  thereby 
being  impartial  and  competent.  This  Act  has  been  hailed 
as  the  most  advanced  step  of  its  kind  yet  taken  and  has 
not  only  saved  large  amounts  of  money  to  the  State  but 
has  abolished  the  evils  attendant  upon  "expert  testimony" 
in  criminal  cases.  (Section  100-A,  Chapter  123  of  the 
General  Laws,  known  as  the  "Briggs  Law.") 

The  passage  of  legislation  providing  that  all  juvenile 
delinquents  be  examined  physically  and  mentally  under 
regulations  issued  by  the  Commissioner  of  Mental  Diseases, 
before  their  commitment  to  a  State  Training  School  or  to 
the  Department  of  Mental  Diseases. 

The  establishment  of  training  centers  at  the  institutions, 
under  the  Department,  for  medical  students,  psychiatric 
social  workers,  student  nurses  and  students  in  occupational 
therapy  —  from  other  states  and  countries  as  well  as  from 
Massachusetts. 

The  development  and  opening  of  the  Metropolitan  State 
Hospital,  Waltham,  in  1930,  the  land  for  which  was  pur- 
chased in  1915. 

Dr.  Kline  died  at  his  winter  residence  in  Boston  on  January  5, 
1933,  at  the  age  of  fifty-four  years,  following  an  illness  of  two 
weeks,  due  to  heart  disease.  HisTwife  and  two  daughters, 
Anitra  Fry  and  Nancy  Jane,  survivefhim. 
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GEORGE  M.  KLINE,  M.D. 
By  Adolf  Meyer,  M.D., 
Psychiatrist-in-Chief, 
Johns  Hopkins  Hospital,  Baltimore,  Maryland 

There  will  always  be  outstanding  contrasts  in  the  nature  and 
character,  temperament  and  effectiveness  of  human  beings  — 
expressed  either  by  the  subtleties  of  temperament  and  constitu- 
tion or,  much  more,  by  the  trend  of  the  performance  and  events 
in  which  the  person  plays  a  part  or  of  which  he  is  sometimes  the 
center.  We  may  contrast  aesthetes  and  practical  persons. 
Aesthetes  are  the  professed  appreciators  of  the  beautiful,  and  of 
the  good  and  bad,  and  ponderers  of  personal  attitudes  and  their 
differential  subtleties,  or  intellectuals  and  critics;  whereas  the 
practical  person  arrests  one's  attention  by  his  or  her  activity  and 
its  role  in  some  enterprise  or  social  movement.  The  two  trends 
together  make  up  the  characters  and  the  temperaments  and 
that  very  human  item,  the  types  of  belonging  and  working  as  a 
member  of  a  group  and  as  an  influence.  This  influence  may  be 
pre-eminently  one  of  subjective  subtleties  or  one  of  practical 
dependability. 

Our  deceased  colleague,  George  M.  Kline,  had  his  significance 
in  both  directions,  that  of  charm  and  attractiveness,  creating 
and  including  a  sense  of  belonging  and  fellowship,  and  that  of 
efficiency,  or  courses  of  action  and  policy  that  made  him  the 
trusted  agent  in  the  affairs  of  individual  and  group  and  state  life. 
His  standing  was  not  merely  that  of  an  attractive,  winning  per- 
sonality but  that  of  a  person  commanding  confidence  as  man  of 
action  and  shaper  of  events  and  policies. 

The  attractive  manly  appearance,  the  deep  measured  voice, 
the  steady  attitude  and  movement,  the  absence  of  whimsicalities, 
the  tendency  less  toward  appearance  or  effect  than  the  actual 
results  —  these  are  the  features  that  linger  in  our  memories  and 
that  make  us  feel  our  loss  in  his  death. 

As  he  came  to  the  Worcester  State  Hospital  as  a  temporary 
member  of  the  junior  staff  about  1901  and  became  attracted  to 
the  Iowa  service  and  wrote  occasionally,  it  was  the  practical  in- 
terests that  made  him  the  valuable  man  he  was,  the  keen  sense  for 
effective  results  rather  than  concern  with  the  process  and  the 
system  of  method  for  its  own  aesthetic  and  gratifying  and  satis- 
fying nature.  Ways  of  doing  and  thinking  in  terms  of  results 
attractive  because  of  their  objective  merits  of  stability  and 
dependability  and  intelligibility  in  a  broad  working  plan  rather 
than  the  subtleties  of  a  system  of  erudition,  these  were  his  out- 
standing concern.    As  he  quoted  his  chief,  Charles  F.  Applegate, 
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and  commented  on  and  compared  the  goals  of  the  Iowa  institu- 
tion and  the  activities  at  Worcester,  he  put  the  emphasis  on  that 
which  could  be  attained  by  administration  and  directness  of 
therapy  rather  than  accumulations  and  systematizations  of 
ways  and  means  toward  attainment.  A  representative  of  meas- 
ured judgment  of  things  on  hand  and  within  reach  of  action,  not 
a  speculator  and  dealer  in  either  novelties  or  experimentation,  he 
became  the  stabilizer  and  promoter  of  a  steady  growth  of  the 
Massachusetts  system  of  state  care.  He  had  the  respect  of  the 
legislator  and  the  administrator  of  public  affairs  and  an  under- 
standing for  the  intimate  work  of  the  psychiatric  hospital  and 
its  ramifications  into  the  community.  He  knew  and  cultivated 
his  forte  and  he  never  kept  anyone  guessing  as  to  what  could  be 
expected  of  him.  Dr.  Kline  was  one  of  those  who  spread  no 
glamor,  and  made  no  ostentatious  exhibition  of  his  ability,  but 
always  stood  for  what  could  be  achieved  and  could  go  on  as 
dependable  policy.  He  lives  in  our  memory  and  ways  of  think- 
ing and  doing  as  a  force  for  order  and  stability  and  judicious 
progress.  Unobtrusive  and  yet  very  forceful,  he  made  those  who 
knew  him  and  worked  with  him  richer  and  more  effective  for  this 
knowledge  and  for  his  example.  The  record  and  the  memory  of 
the  man  and  of  his  nature  will  remain  an  active  and  strong  influ- 
ence among  his  many  friends  and  coworkers.  Few  men  taken 
away  prematurely  from  their  field  could  have  left  it  in  better 
form  and  intelligibility  and  readiness  for  the  expression  of  new 
personality  by  their  successors. 
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AN  APPRECIATION  OF  DR.  GEORGE  MILTON  KLINE 
By  Albert  M.  Barrett,  M.D., 
Director y  State  Psychopathic  Hospital,  Ann  Arbor,  Michigan 

The  memory  of  George  Milton  Kline  will  always  be  cherished 
by  those  who  were  privileged  to  know  him,  and  esteem  for  his 
ability  and  skill  as  an  executive  and  administrator  will  long  en- 
dure in  the  imprints  which  his  life  and  work  have  left  in  the  field 
of  American  Psychiatry. 

Our  own  friendship  began  in  1906  when  we  became  associated 
in  the  organization  and  beginnings  of  the  State  Psychopathic 
Hospital  at  the  University  of  Michigan.  He  came  to  Ann 
Arbor  after  a  service  of  four  years  as  a  staff  physician  of  the  State 
Mental  Hospital  at  Mt.  Pleasant,  Iowa,  to  which  he  had  gone 
after  a  year  of  inspiring  associations  and  sound  psychiatric  train- 
ing in  one  of  the  groups  of  young  physicians  at  the  Worcester 
State  Hospital  under  Adolf  Meyer.  I,  myself,  had  been  in  one 
of  these  groups  a  few  years  earlier  and  so  we  had  certain  tradi- 
tions in  common  as  we  began  the  new  work  at  Ann  Arbor.  One 
could  write  much  of  the  influences  in  the  progress  of  psychiatry 
in  America  which  had  their  roots  in  these  years  of  training  with 
Dr.  Meyer  as  he  organized  and  carried  on  systematic  psychiatric 
training  in  a  state  mental  hospital.  They  left  on  all  who  were 
privileged  to  enjoy  these  a  permanent  imprint  which  molded 
their  further  careers  in  psychiatry. 

He  began  his  work  at  Ann  Arbor  among  friends  who  had  known 
him  in  the  Medical  School  of  the  University  from  which  he  grad- 
uated in  1901.  Even  at  this  period  of  his  career  he  displayed 
those  qualities  of  executive  capacity  and  administrative  ability 
which  later  distinguished  him  in  larger  fields  of  activity  and 
these  were  most  helpful  in  planning  a  program  of  work  for  an 
entirely  new  type  of  institution  in  this  country.  His  personality 
and  his  direct  and  tactful  ways  of  dealing  with  administrative 
problems  inspired  confidence  in  his  patients  and  their  friends. 
Throughout  his  entire  medical  life  the  welfare  of  his  patients  and 
the  public  relations  of  the  institutions  under  his  charge  were 
always  in  the  foreground  as  he  shaped  his  administrative  policies. 

He  left  Ann  Arbor  in  1912  to  become  Superintendent  of  the 
Danvers  State  Hospital  in  Massachusetts.  To  me  personally 
his  going  to  Danvers  had  a  special  relation  as  it  was  from  that 
hospital  that  I  came  to  Michigan  and  the  memories  of  friend- 
ships and  stimulating  associations,  formed  while  there,  have 
always  been  warmly  cherished.  Such  ties  were  strengthened  as 
an  esteemed  colleague  took  up  his  work  in  this  older  state. 

Of  his  work  and  achievements  in  Massachusetts  others  can 
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write  with  more  intimate  knowledge.  But  no  one  who  knew 
him  and  his  accomplishments  could  be  unaware  of  certain  unique 
qualities  of  personality  which  determined  his  success.  While  his 
talents  were  outstanding  in  administrative  directions  and  his 
occupation  with  these  matters  precluded  a  personal  participa- 
tion in  more  specifically  clinical  or  research  activities,  he  never- 
theless was  always  sympathetic  with  these  aspects  of  psychiatry 
and  gave  to  them  his  support. 

His  life  was  one  of  activity  and  he  gave  largely  of  his  experi- 
ence and  wisdom  in  administrative  matters  far  beyond  the  limits 
of  his  own  state.  In  all  of  these  relationships  he  made  friend- 
ships which  were  enduring.  While  he  had  a  warm  affection  and 
loyalty  for  his  friends  and  associates,  he  was  singularly  indif- 
ferent to  his  own  welfare.  Even  his  most  intimate  friends  knew 
nothing  of  the  illness  of  which  he  probably  had  for  some  time 
been  aware.  In  spite  of  this  he  carried  on  to  the  end  with 
courage  and  undiminished  energy. 

In  his  death  during  the  prime  of  his  life  his  friends  have  lost  one 
for  whom  they  had  a  warm  regard;  and  American  Psychiatry 
one  who  achieved  much  for  its  advancement. 
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GEORGE  M.  KLINE,  M.D. 

Remarks  at  Annual  Meeting  of  American  Psychiatric  Association 
held  in  Boston,  May  29  to  June  2,  1933 

By  C.  Macfie  Campbell,  M.D. 
Director,  Boston  Psychopathic  Hospital 

Mr.  President,  on  January  5  of  this  year,  the  Commonwealth 
of  Massachusetts  sustained  a  very  severe  loss  in  the  death  of 
Dr.  George  M.  Kline.  The  contribution  which  an  official  in  the 
position  of  Dr.  Kline  makes  to  a  great  state  is  one  of  the  greatest 
importance,  for  the  cultural  value  of  a  state  can  perhaps  be  best 
estimated  by  the  way  in  which  it  deals  with  the  education  of 
the  young  and  by  the  way  in  which  it  deals  with  those  who  have 
fallen  by  the  wayside  temporarily  or  permanently,  who  have 
suffered  casualties,  physical  or  mental  or  economic. 

Dr.  Kline  brought  to  his  position  as  Commissioner  of  Mental 
Diseases  in  the  Commonwealth  of  Massachusetts  a  very  rich 
experience.  From  the  very  beginning  of  his  medical  career, 
from  his  graduation  from  the  University  of  Michigan  in  1901,  he 
had  devoted  himself  to  this  special  subject.  One  finds  in  his  life 
an  unusual  continuity  and  consistency. 

After  one  year  in  the  Worcester  State  Hospital  he  spent  four 
years  in  Iowa,  then  we  have  him  carrying  on  his  work  at  Ann 
Arbor  after  which  he  returned  to  Massachusetts  to  take  charge 
of  the  Danvers  State  Hospital;  from  1916  onward  he  was  re- 
sponsible for  the  direction  of  the  State  activities  dealing  with 
mental  disorders  in  Massachusetts. 

To  review  the  work  which  Dr.  Kline  did  during  his  sixteen 
years  of  association  with  the  State  Department  would  be  to  write 
a  most  complicated  and  interesting  study  of  social  evolution. 
Dr.  Kline  brought  to  his  work  an  extremely  serious  social  re- 
sponse to  the  demands  made  upon  him,  a  profound  interest  in 
doing  his  best  for  others  and  in  living  up  to  a  high  standard  of 
loyalty.  He  brought  to  his  position  unusual  energy,  syste- 
matically and  continuously  employed.  He  brought  a  talent  for 
organization  of  a  very  rare  order,  he  had  a  sense  of  the  fitness  of 
things,  good  practical  judgment,  and  perhaps  a  certain  joy  of 
battle  in  dealing  with  persons  and  situations,  which  enabled  him 
to  carry  through  projects  which  other  people  might  have  had 
the  desire  but  not  the  determination  to  undertake. 

If  one  were  to  make  the  briefest  mention  of  some  aspects  of 
his  work,  one  would  refer  to  his  talent  for  organization  which 
enabled  him  to  standardize  and  to  systematize  the  work  of  a 
large  state  system,  bringing  into  the  administration  of  the  state 
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hospitals  principles  which  made  the  work  of  the  officials  simpler, 
more  uniform  and  economical. 

Economy,  organization,  system,  impersonal  factors  were  not 
his  primary  care;  his  primary  care  was  the  condition  of  the  sick 
people  entrusted  to  his  charge,  he  raised  and  maintained  the 
level  of  medical  and  nursing  care  in  the  State  hospital  system, 
he  was  continuously  active  in  seeing  that  the  highest  standards 
possible  with  the  appropriations  at  his  disposal  were  maintained. 

His  work  was  not  merely  that  of  looking  after  the  sick,  carry- 
ing out  an  obvious  responsibility  of  the  State.  He  had  foresight, 
he  thought  in  preventive  terms.  He  considered  the  economic 
burden  of  this  problem,  and  looking  forward  into  the  future  he 
considered  what  practical  measures  could  be  taken  which  would 
do  something  to  prevent  the  appalling  and  steady  increase  of 
patients.  With  this  in  view  he  organized  throughout  the  whole 
Commonwealth  a  system  of  outpatient  clinics  and  child  guidance 
clinics,  the  slow  infiltration  of  the  influence  of  which  into  the 
lives  of  the  households  of  this  community  is  a  very  important 
factor  in  the  cultural  life  of  the  Commonwealth. 

It  was  not  merely  in  regard  to  the  practical  aspects  of  pro- 
fessional work  that  Dr.  Kline  showed  his  excellence.  He  was 
also  interested  in  scientific  matters,  he  was  always  most  sympa- 
thetic with  regard  to  any  project  which  tended  towards  the  in- 
crease of  human  knowledge,  most  sympathetic  towards  any  re- 
search, willing  to  give  his  time  and  his  experience  in  order  to 
favor  any  reasonable  plan. 

His  experience  was  such  that  he  was  widely  consulted,  widely 
honored.  This  Association  conferred  on  him  its  highest  honor. 
The  Federal  Government  was  glad  to  consult  him.  He  was  a 
member  of  the  Medical  Council  of  the  Veterans'  Bureau.  He 
surveyed  and  advised  in  many  states.  He  received  a  national 
decoration  from  France  on  account  of  valuable  advice  given  to 
the  Dominion  to  the  North. 

While  devoting  himself  so  strenuously  and  continuously  and 
systematically  to  his  professional  tasks,  Dr.  Kline  was  a  genial 
friend.  He  was  unassuming,  he  was  modest.  I  never  heard  him 
preach.  Any  person  who  received  any  inspiration  from  Dr. 
Kline  got  it  from  the  content  of  his  life. 

He  leaves  his  family  the  memory  of  a  blameless  life,  to  his 
colleagues  the  inspiration  of  a  life  of  high  professional  idealism 
and  to  the  Commonwealth  and  to  the  nation  a  social  contribu- 
tion which  it  will  be  hard  to  overestimate. 
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DR.  KLINE  AT  DANVERS 
By  Clarence  A.  Bonner,  M.D., 

Superintendent,  Danvers  State  Hospital 

Dr.  George  Milton  Kline  was  appointed  Superintendent  of 
the  Danvers  State  Hospital  on  March  9,  1912,  succeeding  Dr. 
Harry  W.  Mitchell.  Dr.  Kline  took  over  this  responsibility 
when  but  thirty-four  years  of  age,  and  although  young  in  years, 
he  soon  demonstrated  that  he  was  eminently  qualified  to  accept 
the  position  with  which  he  was  honored.  In  the  annual  report 
of  the  hospital  for  the  year  ending  November  30,  1912,  there 
appears  in  the  Trustees'  report  the  following  paragraph: 

"George  M.  Kline,  M.D.,  of  the  State  Psychopathic  Hospital, 
Ann  Arbor,  Michigan,  was  invited  by  the  Trustees  to  accept  the 
position  of  Superintendent,  made  vacant  by  Dr.  Mitchell's 
resignation,  and  assumed  his  duties  March  9,  1912.  In  the 
short  time  he  has  been  with  us  he  has  plainly  demonstrated  his 
worth  as  a  physician  and  as  a  man  of  executive  ability.  We  feel 
that  the  State  is  fortunate  to  secure  the  services  of  so  able  a 
Superint  endent . ' ' 

One  also  learns  from  reading  the  annual  reports  covering  this 
period  that  Dr.  Kline  undertook  this  work  with  his  characteristic 
vigor  and  enthusiasm.  In  a  short  time  his  remarkable  per- 
sonality manifested  itself.  He  quickly  grasped  the  various 
problems  of  the  institution  and  soon  gained  recognition  of  em- 
ployees, the  Board  of  Trustees,  and  by  his  kindly  attitude,  that 
of  the  patients.  It  is  significant  that  all  of  his  plans  and  initia- 
tive were  directed  to  better  care  of  the  patients  and  to  make  the 
institution  well  organized  and  efficiently  run.  That  he  accom- 
plished the  latter  is  confirmed  by  the  fact  that  within  four  short 
years  he  was  called  to  accept  the  very  responsible  position  of  the 
Commissionership  at  the  head  of  the  Massachusetts  Department 
of  Mental  Diseases.  His  liberal  policy  again  in  reference  to 
patients  is  demonstrated  by  the  treatment  of  so-called  over- 
active patients.  Within  a  short  time  he  had  organized  plans 
so  that  this  type  of  patient  was  permitted  to  have  more  freedom; 
in  fact,  under  supervision,  to  leave  the  wards  and  to  engage  in 
healthy  outdoor  work  with  its  consequent  beneficial  effects. 
One  might  go  on  at  great  length  in  this  respect,  enumerating  all 
that  was  done  to  make  the  patients'  lives  happier,  healthier,  and 
more  comfortable. 

From  the  older  employees,  who  were  in  service  in  this  institu- 
tion during  Dr.  Kline's  administration,  we  learn  of  his  interest 
in  the  welfare  of  his  associates.  I  mention  this  humane  char- 
acteristic to  illustrate  that  although  Dr.  Kline  desired  efficiency 
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on  the  part  of  employees  and  was  determined  to  procure  a  proper 
work  output,  and  insisted  upon  every  effort  toward  the  better- 
ment of  the  institution  by  employees,  he  was  always  mindful 
of  their  comfort  and  their  health.  It  is  of  particular  interest  to 
note  that  he  always  kept  in  mind  employees  who  were  ill,  and 
endeavored  to  see  that  they  were  given  the  best  medical  atten- 
tion that  the  hospital  could  afford.  We  know  of  his  taking  time 
from  a  very  busy  day  to  make  repeated  visits  to  those  who  were 
ill.  During  his  administration  plans  were  developed  to  build  a 
Male  Attendants'  Home.  This  permitted  many  employees, 
who  had  previously  been  quartered  in  the  attics  of  the  institu- 
tion, to  have  more  modern  and  better  accommodations  in  the 
new  building. 

As  would  be  expected  in  a  man  of  Dr.  Kline's  ability,  he  was 
also  willing  to  listen  to  the  advice  of  departmental  heads  in 
special  lines.  He  arrived  at  his  decisions  after  careful  confer- 
ence, but  once  his  plans  were  formulated  it  was  his  custom  to 
proceed  definitely  to  whatever  objective  he  had  in  mind.  He 
saw  the  necessity  of  properly  organized  work  and  was  exceedingly 
faithful  himself  in  his  hours  of  duty.  The  example  he  set  for 
every  employee  had  much  to  do  with  the  successful  operation  of 
the  institution  during  his  period  here.  He  instituted  many 
practical  routine  methods  of  business  and  patient  care,  which 
still  maintain  in  this  hospital.  By  purchasing  land  adjacent  to 
the  hospital  grounds  and  making  plans  for  a  larger  storehouse, 
service  building  and  heating  plant,  he  showed  his  foresightedness 
in  laying  foundations  for  future  developments. 

Dr.  Kline  had  a  particular  skill  in  dealing  with  community 
problems.  In  the  rather  short  period  of  four  years  at  Danvers, 
he  had  made  many  friends  in  and  about  the  institution  area,  and 
through  these  friends  he  was  enabled  to  impart  to  the  community 
a  better  understanding  of  hospital  functions,  just  what  was  being 
done  for  the  patient,  and  just  how  better  methods  of  treatment 
were  being  accomplished.  His  emphasis  on  the  patients'  wel- 
fare coming  first  in  State  hospital  life  is  well-known  and  ex- 
presses the  spirit  of  the  State  hospital  system  for  the  care  of  the 
insane. 

In  the  introduction  of  progressive  methods  we  shall  credit 
Dr.  Kline  with  the  installation  of  a  Social  Service  Department 
in  our  State  hospital  service.  From  that  beginning  our  large 
and  valuable  Social  Service  divisions  have  grown  to  the  very 
helpful  system  which  now  exists.  He  also  introduced  the  After- 
Care  Clinic,  whereby  patients  who  were  out  on  visit  might  be 
seen  in  their  respective  communities  by  a  physician  especially 
delegated  for  this  work.  These  clinics  carried  on  once  a  week  in 
the  evening  and  were  usually  located  in  some  municipal  building. 
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All  together  we  must  regard  Dr.  Kline  as  an  unusual  person, 
a  physician  combining  the  finest  of  humane  characteristics  with 
unusual  business  acumen,  tempered  by  splendid  judgment. 
These  characteristics  of  Dr.  Kline's  personality  were  first  appre- 
ciated in  this  State  through  his  superintendency  of  the  Danvers 
State  Hospital.  The  associations  of  his  personality,  his  ability, 
his  achievements,  and  his  foresight  will  remain  powerful  influ- 
ences on  the  institution  as  long  as  it  exists. 
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DOCTOR  KLINE  AS  MEDICAL  COUNSELLOR, 
VETERANS'  ADMINISTRATION 

By  Winthrop  Adams,  M.D., 
Manager,  Veterans  Administration  Facility, 
Bedford,  Massachusetts 

As  a  member  of  the  Council  on  Medical  and  Hospital  Affairs 
to  the  Veterans'  Administration  Doctor  Kline  was  unusually 
fitted  and  enabled  to  bring  to  the  public  service  his  wide  experi- 
ence in  the  care  of  the  mentally  afflicted  to  the  advantage  of 
thousands  of  war  veterans  who  were  beneficiaries  of  the  Gov- 
ernment, and  who  were  entitled  to,  and  in  need  of,  hospital  or 
out-patient  treatment  for  mental  or  nervous  diseases. 

With  the  termination  of  hostilities  at  the  close  of  the  World 
War  the  Government  was  confronted  with  a  problem  of  provid- 
ing medical  and  hospital  care,  as  well  as  other  benefits  to  the 
former  members  of  the  military  establishments  who  were  dis- 
charged, and  who  incurred  disabilities  as  the  result  of  their 
service.  It  was  apparent  to  all  of  us  who  were  associated  in  this 
vast  program  of  furnishing  relief  to  these  men  that  the  demand 
for  medical  and  hospital  service,  for  which  provision  was  made 
under  the  various  laws  and  frequent  amendments,  would  increase 
with  the  years  to  a  scope  never  before  undertaken  by  any  nation. 
With  the  speedy  demobilization  of  the  Army  and  Navy,  following 
the  Armistice,  the  Government  turned  to  the  United  States 
Public  Health  Service  to  provide  for  the  medical  and  hospital 
care  of  discharged,  disabled  soldiers  and  sailors,  and  that  body 
soon  realized  the  necessity  for  advice  and  counsel  particularly 
as  regards  the  care  of  the  mentally  afflicted.  On  March  22, 
1920,  Doctor  Kline  was  appointed  a  member  of  the  Medical 
Advisory  Board  of  Consulting  Psychiatrists  to  the  United  States 
Public  Health  Service.  This  Board  convened  and  conferred 
frequently  with  the  Surgeon  General  and  his  assistants  on  matters 
pertaining  to  the  care  of  the  increasing  load  of  mental  and 
nervous  cases  which  were  entitled  to  benefits.  Later  with  the 
organization  of  the  Veterans'  Bureau  and  the  further  liberaliza- 
tion of  laws  relating  to  veterans'  relief,  the  problem  of  providing 
medical  and  hospital  care  for  disabled  veterans  was  transferred 
from  the  Public  Health  Service  to  the  Veterans'  Bureau,  and 
with  the  steadily  increasing  scope  of  these  activities  it  was  con- 
sidered necessary,  as  well  as  advisable  by  that  Bureau  to  make 
available  to  the  Government  officials  charged  with  applying  the 
laws  expert  advice  and  counsel. 

With  this  in  mind  authority  was  obtained  for  the  appointment 
of  a  selected  group  of  eminent  and  distinguished  specialists  in 
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the  various  branches  of  medicine  and  surgery,  and  hospital 
administration,  for  the  purpose  of  "improving  the  medical  and 
hospital  services  to  beneficiaries"  and  with  the  understanding 
that  "the  council  will  be  composed  of  specialists  in  the  medical 
and  hospital  profession  who  will  serve  in  an  advisory  capacity 
from  time  to  time,  on  the  Medical  Director's  orders,  in  attend- 
ing conferences  and  visiting  centers  of  the  Bureau  on  medical 
and  hospitalization  work."  Doctor  Kline  was  appointed  to  this 
Medical  Council  on  July  28,  1924,  and  was  immediately  assigned 
as  a  member  of  the  group  on  neuropsychiatry  and  served  con- 
tinuously as  secretary  of  that  group. 

Doctor  Kline's  duties  with  the  Medical  Council  were  related 
to  the  solution  of  the  biggest  problem  then  and  now  confronting 
the  medical  service,  namely:  the  provision  of  adequate  facilities 
for  the  care  of  the  mentally  afflicted  veteran;  this  problem  in- 
cluded the  construction  of  hospitals  in  accordance  with  the  latest 
thought,  the  institution  of  a  modern  regimen  of  therapy,  and 
the  question  of  providing  and  training  personnel.  As  a  member 
of  the  Council  Doctor  Kline  served  on  a  special  committee 
appointed  to  study  the  ratio  of  personnel  to  patients  in  veterans' 
hospitals,  the  establishment  of  centers  for  medical  research,  the 
responsibility  of  the  Government  for  the  commitment  of  veterans 
whose  mental  affliction  made  this  necessary,  as  well  as  a  multi- 
tude of  other  questions  relating  to  this  general  subject  as  pre- 
sented to  the  group  on  neuropsychiatry  at  each  meeting  of  the 
Council. 

It  was  customary  to  call  the  Council  together  at  Washington 
twice  annually  at  which  time  careful  consideration  was  given 
to  the  various  questions  and  problems  as  presented  by  the 
Director  and  the  Medical  Director.  The  recommendations  of 
the  Council  were  received  with  full  appreciation  that  they  were 
the  findings  of  men  and  women  of  wide  experience,  and  were 
invariably  adopted  and  applied  providing  that  the  appropria- 
tions and  basic  laws  would  permit. 

Because  of  his  unusual  and  particular  fitness  and  experience 
Doctor  Kline  was  frequently  called  upon  to  conduct  official  in- 
spections of  many  veterans'  hospitals  to  determine  that  they 
were  being  operated  in  a  satisfactory  manner.  In  1927  he  was 
instrumental  in  arranging  for  the  establishment  of  post-graduate 
schools  in  neuropsychiatry  at  one  of  the  veterans'  hospitals.  It 
would  hardly  be  possible  to  describe  in  full  in  this  brief  article 
the  many  benefits  which  have  been  derived  by  the  Government 
and  the  mentally  afflicted  veterans  as  the  result  of  Doctor 
Kline's  services  as  Medical  Counsellor.  He  was  a  man  of  great 
enthusiasm  and  earnestness,  very  reticent  as  to  anything  per- 
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taining  to  himself,  but  when  talking  "shop"  as  he  sometimes 
termed  it,  he  was  instantly  transformed  to  a  zealous  crusader 
for  "prevention  rather  than  cure,"  which,  by  the  way,  became 
the  slogan  of  the  Medical  Council  as  a  whole  in  all  of  its  efforts 
to  place  the  medical  service  of  the  Veterans'  Bureau  on  a  higher 
plane. 

The  vacancy  resulting  from  his  death  will  no  doubt  be  filled, 
but  the  memory  of  his  faithful,  efficient,  and  invaluable  service 
during  his  tenure  of  duty  will  continue  with  all  of  us  who  were 
privileged  and  honored  to  be  associated  with  him. 
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THE  DEPARTMENT  OF  MENTAL  DISEASES 

AND 

THE  EXAMINATION  OF  PRISONERS 

By  Wixfred  Overholser,  M.D., 
Commissioner }  Department  of  Mental  Diseases 

Among  the  activities  of  the  Massachusetts  Department  of 
Mental  Diseases,  developed  during  the  administration  of  the 
Department  by  Dr.  George  M.  Kline,  were  several  having  to  do 
with  the  mental  examination  of  defendants  brought  before  the 
criminal  courts  of  the  Commonwealth.  As  most  of  these  activi- 
ties were  unparalleled  in  any  other  state,  they  call  for  somewhat 
detailed  description.  As  a  preliminary  to  this  description  it 
should  be  noted  that  ever  since  1849  the  criminal  courts  of  the 
Commonwealth  have  had  the  right  to  commit  a  defendant  to  a 
State  hospital  if  the  condition  of  the  defendant  appeared  to  make 
it  desirable  that  he  be  cared  for  as  insane  or  that  he  be  placed 
under  observation  for  the  "determination  of  his  insanity" 
(Section  100,  Chapter  123,  General  Laws,  Tercentenary  Edi- 
tion). Although  this  provision  has  not  been  widely  used,  it  has 
been  far  from  being  obsolete,  and  has  served  to  bring  the  courts 
into  contact  with  the  State  hospital  system.  When,  therefore, 
the  legislation  to  be  described  became  effective,  it  found  the 
courts  in  a  mood  of  recognition  of  the  Department  and  a 
certain  degree  of  confidence  in  it,  even  if  not  one  of  enthusiastic 
acceptance. 

The  first  enactment  of  this  sort  during  Doctor  Kline's  in- 
cumbency was  what  is  usually  referred  to  as  "Section  99."  It 
was  introduced  by  Representative  B.  Loring  Young  (later 
Speaker  of  the  House)  in  1918,  and  passed  in  that  year.  It  now 
appears  as  Section  99  of  Chapter  123,  General  Laws  (Tercen- 
tenary Edition),  and  reads  as  follows: 

"In  order  to  determine  the  mental  condition  of  any  person 
coming  before  any  court  of  the  commonwealth,  the  presiding 
judge  may,  in  his  discretion,  request  the  department  to 
assign  a  member  of  the  medical  staff  of  a  state  hospital  to 
make  such  examinations  as  he  may  deem  necessary.  No 
fee  shall  be  paid  for  such  examination,  but  the  examining 
physician  may  be  reimbursed  for  his  reasonable  traveling 
expense-." 

Certain  features  of  the  law  call  for  especial  mention: 

1.  It  is  wide  in  scope,  being  applicable  not  only  to  the  defendant 
in  criminal  cases,  but  to  the  plaintiff  or  defendant  in  other 
types  of  cases  :  it  probably  does  not  apply  to  a  witness. 
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2.  The  power  to  call  for  examination  is  discretionary  and  is  con- 
ferred upon  all  courts  of  the  Commonwealth. 

3.  The  function  is  exercised,  at  the  request  of  the  court,  directly 
by  a  professional  department  of  the  executive  branch  of  gov- 
ernment, —  namely  the  Department  of  Mental  Diseases. 

4.  The  examination  is  a  gratuitous  service  rendered  to  the  court 
by  the  Department. 

Strangely  enough  the  statute,  although  almost  revolutionary 
in  principle  and  means,  attracted  but  little  attention  at  the  time 
of  its  passage.  When  the  General  Laws  were  compiled  in  1921, 
it  was  placed  under  the  heading  "Insane  Prisoners,  etc/',  thus 
escaping  attention  entirely  as  applicable  to  civil  cases.  But 
little  need  of  it  was  recognized  by  the  criminal  courts,  as  they 
already,  under  Section  100,  had  the  right  to  commit  for  observa- 
tion or  to  employ  experts,  and  as  after  1921  the  widely  known 
Briggs  Law  provided  them  with  reports  on  the  mental  condition 
of  a  considerable  group  of  defendants. 

In  1930  the  Supreme  Judicial  Court  (Sullivan  v.  Judges,  271 
Mass.  435)  upheld  the  law  as  applicable  to  civil  as  well  as  to 
criminal  cases,  and  stated  that  it  ' 'provides  highly  appropriate 
machinery  for  the  performance  of  a  general  duty  resting  on  the 
court.'' 

So  far  as  the  writer  is  aware,  only  two  states  have  comparable 
statutes.  In  Wisconsin  (Wise.  Stat.  1929  Ed.,  Sec.  357.12)  and 
California  (Cal.  Code  of  Civil  Procedure,  Sec.  1871)  the  court 
may  appoint  experts  on  any  subject  when  it  appears  that  expert 
evidence  will  be  required.  Both  these  enactments,  it  will  be 
noted,  go  even  farther  in  the  type  of  experts  allowed,  but  still 
leave  the  appointment  to  the  court,  thus  differing  materially 
from  the  Massachusetts  statute.  The  value  of  Section  99  was 
pointed  out  in  an  article  by  the  present  writer  in  the  Massachu- 
setts Law  Quarterly  for  May,  1931  (Vol.  XVI,  No.  6),  but  the 
response  of  bench  and  bar  to  the  pronouncement  of  the  Supreme 
Judicial  Court  continues  to  be  somewhat  disappointing.  The 
number  of  cases  in  which  examination  was  requested  during  the 
past  seven  years  is  as  follows: 


Year 

Cases 

Year 

Cases 

1927 

13 

1931 

66 

1928 

18 

1932, 

66 

1929 

23 

1933 

35 

1930 

41 

The  first  request  for  examination  in  a  civil  case  was  made  in  1930, 
but  since  that  time  only  about  10  per  cent  of  the  requests  have 


32 


been  made  in  civil  or  probate  matters,  the  vast  majority  of  the 
cases  continuing  to  be  criminal.  The  advantage  to  a  court,  be 
it  civil,  criminal,  or  probate,  in  having  available  to  it  without 
cost  impartial  and  competent  psychiatric  advice  should  be  ob- 
vious, and  it  is  to  be  hoped  that  the  future  will  witness  a  wider 
use  of  this  progressive  statute. 


If  the  statutory  provision  just  described  has  not  been  widely 
employed,  the  same  can  assuredly  not  be  said  of  the  Briggs  Law, 
enacted  during  Doctor  Kline's  administration.  This  law  has 
not  only  shown  a  steadily  increasing  use  and  proven  of  great  value 
to  the  courts,  but  has  attracted  international  attention  and  has 
been  hailed  by  legal  writers  as  "one  of  the  greatest  steps  in  the 
introduction  of  medical  thought  into  the  law."  In  1921,  Doctor 
L.  Vernon  Briggs  of  Boston,  a  widely  known  psychiatrist  and  a 
close  friend  of  Doctor  Kline,  conceived  the  plan  of  providing  for 
an  automatic,  impartial  examination  of  defendants  before  trial 
as  a  means  of  minimizing  the  frequency  of  the  then  frequent 
''battle  of  experts."  He  was  very  largely  responsible  for  secur- 
ing the  passage  of  this  now  famous  statute,  which  is  found  as 
Section  100-A  of  Chapter  123  of  the  General  Laws  (Tercentenary 
Edition).  Doctor  Briggs'  authorship  of  the  law  is  given  recog- 
nition by  the  fact  that  the  section  is  indexed  in  the  General  Laws 
as  the  "Briggs  Law."  Four  amendments  have  been  enacted 
since  1921,  all  of  them  referring  to  the  mechanics  of  administer- 
ing the  law,  and  not  at  all  affecting  the  underlying  principles. 
These  principles  are  twofold,  —  first,  the  law  operates  on  all 
defendants  falling  within  certain  legal  classes  (capital  cases  and 
cases  of  defendants  previously  convicted  of  a  felony  or  indicted 
more  than  once)  and  second,  the  examination  is  impartial.  As 
a  corollary  to  the  second  principle  should  be  emphasized  the  fact 
that  the  examiners  are  appointed,  not  by  the  court,  the  district 
attorney  or  the  defence  counsel,  but  by  a  professional  body  in 
the  administrative  branch  of  government,  namely  the  Depart- 
ment of  Mental  Diseases.  This  method  of  appointment  assumes 
added  importance  in  view  of  recent  revelations  in  other  states 
regarding  the  means  by  which  "lunacy  commissions"  and  other 
court-appointed  experts  may  be  made  to  serve  the  ends  of 
political  patronage. 

Doctor  Kline  was  keenly  aware  of  the  discredit  brought  upon 
psychiatry  by  "battles  of  experts"  and  welcomed  the  opportunity 
offered  by  the  Briggs  Law  for  the  administration  of  which  he 
was  responsible.  Xot  only  did  he  arrange  to  have  the  examina- 
tions made  by  psychiatrists  well  known  in  their  communities 
(usually  superintendents  of  the  various  state  hospitals),  but  he 
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took  an  active  part  in  trying  to  prevent  clashes  of  expert  opinion 
in  those  few  cases  where  such  conflict  was  threatened.  He  dis- 
couraged the  appearance  in  a  criminal  case  of  persons  connected 
with  the  Department  except,  of  course,  of  those  assigned  to  that 
case  under  the  Briggs  Law. 

From  the  outset,  two  psychiatrists  were  assigned  to  make  the 
examinations  under  the  Briggs  Law.  For  two  years  no  fee  was 
payable,  and  the  psychiatrists  of  the  Commonwealth  gave  their 
services;  since  then  a  fee  (four  dollars  plus  mileage)  has  been 
allowed  by  the  statute;  certainly  not  enough  to  influence  one's 
opinion,  even  if  venal  psychiatrists  were  easily  to  be  found! 
For  the  first  five  years  an  average  of  only  59  defendants  were 
examined  yearly.  The  reason  for  the  small  number  reported 
was  that  the  clerk  could  not  be  held  to  know  of  the  defendant's 
previous  record,  and  therefore  failed  to  report  many  who  had 
been  previously  convicted  of  a  felony.  In  1927,  the  Depart- 
ment requested  legislation  to  the  effect  that  the  probation  officer 
(whose  duty  it  is  to  know  of  the  defendant's  previous  record) 
should  report  to  the  clerk  all  cases  in  which  the  record  made  the 
defendant  examinable,  and  that  the  clerk  should  act  on  this 
information.  An  immediate  increase  in  the  number  of  cases 
was  noted,  with  the  result  that  today  considerably  over  700 
defendants  are  examined  yearly.  A  synoptic  table  is  presented 
herewith,  in  which  will  be  noted  not  only  the  numbers  of  cases 
reported  and  examined,  but  also  the  numbers  of  defendants 
found  clearly  or  suggestively  abnormal. 


Year 
ending 
Oct.  15 

Cases  reported 

Cases  examined 

Per  cent  not 

examined 

Insane 

Observation 
advised 

Mentally 
defective 

Other  mental 
abnormalities 

Percentage 
reported 
abnormal 

1921-1926 

367  (av.  73.2 

295  (av.  59 

19 

6 

26 

7 

25 

11 

23.4 

(5  years) 

yearly) 

yearly) 

1927 

138 

87 

37 

5 

1 

9 

1 

18  3 

1928 

239 

179 

25 

1 

6 

6 

21 

13 

25.7 

1929 

370 

283 

23 

5 

3 

16 

27 

11 

20.1 

1930 

654 

521 

20 

3 

4 

23 

44 

10 

15.7 

1931 

766 

703 

8 

2 

8 

21 

87 

10 

17.9 

1932 

909 

817 

10 

1 

6 

26 

68 

19 

14.5 

1933 

818 

725 

11 

3 

3 

23 

55 

15 

13.2 

Totals 

4,261  3,610 
Not  examined  651,  or  15.2 
per  cent  of  all  cases  re- 
ported. 

61 

123     336  90 
Total  all  classes  610, 
or  16.9  per  cent  of 
all  cases  examined. 
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A  reading  of  the  table  indicates  the  steady  development  of  the 
law,  and  the  fact  that  during  the  past  few  years  only  a  small 
proportion  of  the  cases  referred  have  been  missed.  This  fact  is 
due  to  the  active  co-operation  of  the  judges  of  the  Superior  Court. 
It  will  also  be  noted  that  a  far  from  negligible  proportion  of  the 
defendants  have  been  found  to  be  abnormal  mentally  or  to  pre- 
sent such  symptoms  that  observation  in  a  mental  hospital  is 
desirable  in  order  to  determine  the  presence  or  absence  of  mental 
abnormality.  This  fact  in  itself  would  justify  the  law  as  a 
measure  of  fairness  to  the  defendant,  and  raises  the  question  of 
what  becomes  in  other  jurisdictions  of  the  defendant  who  by 
reason  of  mental  abnormality,  is  unable  to  defend  himself  ade- 
quately or  who  should,  for  the  social  good,  be  dealt  with  in  some 
other  than  the  conventional  manner.  There  is,  of  course,  excel- 
lent reason  to  believe  that  man}'  defendants  pass  through  the 
judicial  mill  whose  mental  deviations  escape  notice.  It  is  clear 
that  the  method  prevalent  elsewhere  of  depending  for  "recog- 
nition" of  a  mental  case  upon  the  judge,  jail  official,  or  defense 
attorney,  can  give  no  assurance  of  fairness  to  the  mentally  ill 
defendant  or  of  the  elimination  of  specious  pleas  of  insanity 
which  have  little  or  no  basis  in  fact.  If  it  be  desirable,  as  no 
doubt  it  is,  to  reduce  to  a  minimum  the  "battles  of  experts"  (one 
of  the  aims  and  accomplishments  of  the  Briggs  Law),  it  is  equally 
desirable  that  assurance  be  given  that  no  mentally  unfit  de- 
fendant is  put  upon  his  trial.  That  is  the  intent  of  the  criminal 
law,  but  it  can  be  secured  only  by  a  routine  examination  such  as 
is  provided  by  the  Briggs  Law.  This  element  of  fairness  to  the 
defendant  was  stressed  by  the  Supreme  Judicial  Court  of  the 
Commonwealth  in  the  first  case  involving  the  Briggs  Law  which 
was  decided  by  it  (Commonwealth  v.  Devereaux,  257  Mass.  391) 
in  the  following  words: 


"The  examination  is  required  in  order  that  no  person  so 
indicted  may  be  put  upon  his  trial  unless  his  mental  condi- 
tion is  thereby  determined  to  be  such  as  to  render  him  re- 
sponsible to  trial  and  punishment  for  the  crime  charged 
against  him,  and  that  he  has  no  mental  disease  or  defect 
which  interferes  with  such  criminal  responsibility.  It  is 
the  duty  imposed  by  the  statute  upon  these  doctors  and 
others  similarly  assigned  by  the  Department  of  Mental 
Diseases  to  say  what  is  the  mental  condition  of  an  accused 
and  whether  he  has  any  mental  disease  or  defect  affecting 
his  criminal  responsibility.  ...  It  is  a  necessary  deduction 
from  all  the  circumstances  that  the  defendant  was  put  upon 
trial  on  the  indictment  because  the  report  of  the  Depart- 
ment of  Mental  Diseases  upheld  his  criminal  responsibility. 
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He  would  not  have  been  brought  to  trial  without  evidence 
of  his  mental  condition  if  that  report  had  not  been  to  the 
effect  that  he  was  of  sufficient  mental  power  to  be  criminally 
liable  for  his  act  and  was  not  insane.  .  .  .  Doubtless  the 
judge  knew  of  this  report  at  the  trial.  .  .  .  He  was  justified 
in  considering  it  in  connection  with  the  motion  for  a  new 
trial  in  the  circumstances  here  disclosed.  .  .  .  The  judge 
had  a  right  to  examine  the  cause  suggested  in  the  motion 
for  a  new  trial  in  the  light  of  the  contents  of  this  report, 
in  order  to  aid  him  in  ascertaining  whether  justice  required 
that  there  be  a  new  trial." 

In  the  same  decision  judicial  notice  was  taken  of  the  competence 
and  impartiality  of  the  examiners  under  the  Briggs  Law. 

Under  the  principles  outlined  above,  it  is  the  general  practice, 
when  a  defendant  is  reported  to  be  "insane,"  for  the  District 
Attorney  to  arrange  for  his  commitment  to  a  mental  hospital; 
there  he  is  detained  "until  restored  to  sanity."  Occasionally, 
in  a  homicide  case,  a  verdict  of  "not  guilty  by  reason  of  insanity" 
is  brought  by  agreement  with  the  result  that  the  defendant  is 
committed  for  "his  natural  life."  In  most  cases  of  suspected 
mental  disorder,  where  the  examiners  advise  commitment  for 
observation,  this  commitment  is  provided  for  the  purpose  of 
studying  the  defendant's  mental  condition.  The  proportion  of 
such  cases  so  handled  is  showing  a  gratifying  increase;  needless 
to  say,  all  such  cases  should  be  committed  for  observation,  but 
this  happy  condition  does  not  yet  obtain. 

A  case  recently  (September,  1934)  acted  upon  is  likely  to  em- 
phasize to  the  district  attorneys  and  judges  the  advisability  of 
following  a  recommendation  to  commit  for  observation.  In 
May,  1934,  a  defendant  was  examined,  the  psychiatrists  reporting, 
"In  our  opinion  this  man  is  probably  insane.  We  strongly  ad- 
vise that  he  be  committed  to  a  State  hospital  for  observation  as 
provided  by  General  Laws,  Chapter  123,  Section  100."  This 
report  was  called  to  the  attention  of  the  justice,  who  neverthe- 
less ordered  the  defendant  to  trial  without  observation.  The 
defendant  was  convicted,  and  then  committed  to  a  mental 
hospital  where  he  still  is  (October,  1934)  a  patient.  Recently 
his  attorney  moved  for  a  new  trial  on  the  ground  that  (citing  the 
Devereaux  case)  his  client  should  not  have  been  put  on  trial  in 
the  face  of  the  report  until  his  sanity  had  been  established. 
The  motion  was  granted,  thus  re-affirming  in  law  a  principle 
which  to  the  psychiatrist  appears  axiomatic. 

The  question  of  the  finality  of  the  report  may  probably  be 
raised.  The  report  is  not  admissible  as  evidence,  but  the  ex- 
aminers may  be  put  upon  the  stand  to  testify  as  to  their  findings. 
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Their  position  as  neutrals  gives  their  testimony  much  weight  in 
the  minds  of  the  jury,  and  this  fact  alone  tends  to  discourage 
the  use  by  the  defense  of  partisan  experts  for  the  purpose  of 
controverting  the  Briggs  Law  examiners'  testimony.  The  de- 
fense has  the  right,  of  course,  to  employ  such  witnesses  and  this 
right  could  not  constitutionally  be  denied  them.  It  has  been 
held,  however,  that  having  been  examined  by  impartial  experts 
the  defendant  was  not  of  right  entitled  to  a  further  examination 
at  the  public  expense  (Commonwealth  v.  Belenski,  276  Mass.  35). 

The  disposition  of  those  defendants  reported  to  be  mentally 
defective  does  not  show  so  encouraging  a  record.  Of  210 
mentally  defective  defendants  in  the  years  1931-33  inclusive, 
only  24,  or  11.4  per  cent  were  committed  as  defective  delin- 
quents, whereas  119,  or  56.6  per  cent,  were  committed  to  the 
conventional  correctional  or  penal  institutions.  It  is  to  be 
hoped  that  Massachusetts,  which  led  the  country  in  the  adoption 
of  a  defective  delinquent  law,  may  eventually  exhibit  a  more 
enlightened  attitude  toward  an  effective  disposition  of  cases  of 
this  type. 

It  is  not  the  writer's  intent  to  enter  here  into  an  elaborate 
exposition  of  the  Briggs  Law.  That  has  been  ably  done  by  Pro- 
fessor Sheldon  Glueck  in  his  masterly  volume  "Mental  Disorder 
and  the  Criminal  Law,"  as  well  as  by  other  writers.  The  author 
has  presented  the  facts  in  several  articles,  and  would  refer  the 
interested  reader  to  his  comprehensive  summary  entitled  "The 
Briggs  Law  of  Massachusetts:  A  Review  and  an  Appraisal," 
which  is  to  appear  shortly  in  the  Journal  of  Criminal  Law  and 
Criminology. 

In  summarizing  the  operation  of  the  Briggs  Law,  certain  facts 
may  safely  be  stated.  By  providing  an  impartial  and  competent 
mental  examination  of  certain  legal  classes  of  persons  accused 
of  crime  in  advance  of  trial,  it  has  furnished  to  court,  prosecu- 
tion and  defense  information  as  to  the  defendant's  mental  con- 
dition, and  by  so  doing  has  avoided  the  expense  of  numerous 
costly  trials;  it  has  reduced  to  a  negligible  number  the  "battles 
of  experts"  which  have  in  the  past  brought  discredit  upon  psy- 
chiatric expert  testimony;  it  has  protected  the  rights  of  the 
psychotic  or  otherwise  mentally  incompetent  accused  who  might 
without  it  have  gone  unrecognized;  it  has  served  in  numerous 
cases  to  indicate  a  disposition  which  was  more  desirable  socially 
and  more  in  accord  with  justice  and  fairness  to  the  defendant 
than  would  have  been  the  routine  and  mechanically  determined 
one  which  would  ordinarily  have  been  meted  out;  finally,  it  has 
aided  in  the  process  of  educating  judges,  prosecutors,  and  the 
bar  generally  to  a  realization  of  the  value  of  psychiatry  as  an  aid 
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in  the  individualization  of  justice.  It  is  no  exaggeration  to  say 
that  the  Briggs  Law  as  the  Department  of  Mental  Diseases  has 
attempted  thoughtfully  and  carefully  to  administer  it,  represents 
the  most  significant  step  yet  taken  toward  a  harmonious  union 
of  psychiatry  with  the  criminal  law. 


The  Division  for  the  Examination  of  Prisoners,  established  in 
the  Department  of  Mental  Diseases  in  1924,  represented  an  en- 
tirely different  approach  to  the  criminal-psychiatric  problem 
from  that  provided  in  the  enactments  described  above.  The 
Division,  which  was  abolished  for  reasons  of  economy  in  1933 
(Chapter  77,  Acts  of  1933),  was  throughout  its  entire  history 
unique.  Furthermore,  it  was  organized  as  the  outcome  of  an 
unusual  legislative  situation.  For  these  reasons,  a  brief  his- 
torical sketch  seems  to  be  warranted  in  addition  to  a  summary 
of  the  work  accomplished  by  the  Division. 

For  a  considerable  number  of  years  certain  groups  in  the  Com- 
monwealth, notably  the  Massachusetts  Civic  League,  had  urged 
that  the  care  and  treatment  of  all  convicted  persons  should  be  a 
function  of  the  Commonwealth,  rather  than  dividing  such  care 
between  the  counties  and  the  State.  Finally,  in  1924,  an  initia- 
tive petition,  signed  by  24,784  voters,  was  submitted  to  the 
General  Court  as  House  Bill  375.  This  Bill  provided,  among 
other  things,  the  following:  An  advisory  board  of  classification 
and  transfer  of  prisoners;  physical,  medical,  and  psychiatric 
examination  of  all  convicted  prisoners  in  county  jails;  the  ap- 
pointment by  the  Commissioner  of  Correction  of  the  psychia- 
trists necessary  to  conduct  such  examinations;  power  of  transfer 
between  institutions,  such  power  to  be  vested  in  the  Commis- 
sioner of  Correction;  the  expense  of  all  transfers  and  the  keeping 
of  prisoners  to  be  borne  by  the  Commonwealth;  authority  to 
the  Commissioner  of  Correction  to  lease  county  penal  institu- 
tions for  the  classification  and  treatment  of  prisoners.  The  Com- 
mittee on  State  Administration,  to  which  the  bill  was  referred, 
reported  a  legislative  substitute,  which,  according  to  their  report, 
"provides  for  examination  and  permits  the  classification  and 
treatment  of  prisoners  in  the  manner  sought  by  the  original  bill 
...  at  a  yearly  cost  of  thousands  of  dollars  less  to  the  Com- 
monwealth." This  bill  (Senate  444)  was  enacted,  and  became 
Chapter  309  of  the  Acts  of  1924.  No  steps  having  been  taken  to 
place  the  matter  on  the  ballot  as  a  referendum,  the  law  became 
effective  September  1,  1924. 

The  bill  as  enacted  exhibited  several  differences  from  the 
original  proposal.  First  of  all,  control  of  the  county  penal  insti- 
tutions remained  unchanged;  again,  the  board  of  classification 
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and  transfers  had  vanished;  finally,  the  supervision  and  control 
of  the  examinations  was  vested  in  the  Department  of  Mental 
Diseases  rather  than  in  the  Department  of  Correction.  This 
latter  fact  in  itself  speaks  eloquently  of  the  high  regard  in  which 
Doctor  Kline  was  held  by  the  legislators,  and  of  the  confidence 
which  they  felt  in  him  at  a  time  when  feelings  were  running  high 
on  the  subject  of  "state  control."  The  provisions  of  the  law 
called  for  the  examination  of  all  convicted  prisoners  in  county 
jails  and  houses  of  correction  serving  a  sentence  of  over  thirty 
days,  except  for  non-payment  of  fine  or  of  fine  and  expenses,  and 
of  all  prisoners  who  had  served  a  previous  sentence.  Reports  of 
the  examinations  were  to  be  forwarded,  with  recommendations, 
to  the  Commissioner  of  Correction  and  the  Commission  on 
Probation. 

Doctor  Kline  appointed  as  the  first  Director  of  the  Division, 
Doctor  Ralph  M.  Chambers,  Assistant  to  the  Commissioner,  who 
had  had  considerable  penological  experience  in  the  army  during 
the  World  War  as  psychiatrist  at  the  Military  Prison  at  Fort 
Leavenworth,  Kansas,  and  later  as  consultant  on  a  mental 
hygiene  survey  of  the  county  jails  in  Texas.  He  also  appointed 
an  advisory  committee  to  assist  in  developing  the  policies  of  the 
Division  and  in  guiding  its  conduct.  The  Committee  consisted 
of  the  following,  in  addition  to  Doctor  Kline:  Dr.  L.  Vernon 
Briggs,  the  well  known  psychiatrist  and  criminologist,  author  of 
the  "Briggs  Law"  mentioned  earlier  in  this  account;  Dr.  Walter 
E.  Fernald,  Superintendent  of  the  Massachusetts  State  School  at 
Waverly,  and  the  outstanding  authority  on  mental  deficiency; 
Honorable  Sanford  Bates,  Commissioner  of  Correction;  Hon- 
orable Herbert  C.  Parsons,  Deputy  Commissioner  and  Secretary 
of  the  Commission  on  Probation;  and  Mr.  Alfred  L.  Cutting, 
Chairman  of  the  Middlesex  County  Commissioners  and  President 
of  the  Association  of  County  Commissioners.  The  appointment 
of  this  Committee,  representative  of  the  various  interests  in- 
volved in  the  administration  of  the  Act,  was  a  step  which  did 
much  to  insure  a  harmonious  and  efficient  prosecution  of  the 
duties  imposed  upon  the  Department.  The  Committee  con- 
tinued to  function  throughout  the  life  of  the  Division,  with  cer- 
tain changes  in  personnel  occasioned  by  death  and  resignation: 
Mr.  Bates,  when  he  left  Massachusetts  to  become  United  States 
Superintendent  of  Prisons  in  1929,  was  succeeded  by  Dr.  A. 
Warren  Stearns  as  Commissioner  of  Correction  and  on  the  Com- 
mittee; Dr.  Fernald  was  succeeded  by  Dr.  George  L.  Wallace 
upon  his  death  in  November,  1924;  Mr.  Cutting  died  in  1926  and 
was  succeeded  by  Honorable  Frederick  Butler  of  the  Essex 
County  Commissioners;  Dr.  Chambers  was  added  to  the  Com- 
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mittee,  upon  his  resignation  as  Director  to  become  Superintend- 
ent of  the  Taunton  State  Hospital  in  1925. 

The  task  of  organizing  the  entirely  new  Division  devolved 
upon  Doctor  Chambers  when  he  was  appointed  Director,  and 
was  carried  out  thoroughly  and  effectively.  An  office  was  located 
at  Salem,  in  charge  of  Dr.  Nelson  G.  Trueman,  to  carry  out  the 
work  in  Essex  County;  one  at  Taunton,  under  Dr.  John  F. 
O'Brien,  for  Bristol,  Barnstable,  Dukes  and  Nantucket  counties; 
one  at  Worcester,  under  Dr.  M.  M.  Jordan,  for  Worcester 
County;  and  one  at  Springfield,  in  charge  of  Dr.  Harold  F.  Good- 
win, for  the  four  western  counties.  The  central  office  at  Boston 
cared  for  the  examinations  in  the  remaining  counties,  in  addition 
to  supervising  the  work  of  the  other  offices,  completing  the 
records,  forwarding  the  copies  to  the  appropriate  offices,  and 
carrying  on  the  necessary  general  administrative  work.  The 
headquarters  of  the  Director  and  of  the  Psychologist  were  at 
Boston.  Besides  organizing  the  various  offices  and  setting  up 
the  procedure,  Doctor  Chambers  secured  by  personal  interviews 
the  cordial,  active,  and  lasting  co-operation  of  the  various  Sheriffs 
and  Masters  of  the  Houses  of  Correction.  Mention  should  be 
made  in  this  connection,  as  indicating  Doctor  Chambers'  diplo- 
matic ability,  that  considerable  feeling  had  been  engendered 
during  the  progress  of  the  legislation,  and  that  what  was  looked 
upon  as  "State  interference"  was  not  generally  welcomed  by  the 
counties  at  the  outset.  It  was  soon  recognized  by  the  county 
officials,  however,  that  no  curtailment  of  their  functions  was 
contemplated,  and  that  the  Division  might,  indeed,  be  helpful 
to  them  in  dealing  with  some  of  their  troublesome  inmates. 

Considerable  thought  was  given  to  the  matter  of  the  prepara- 
tion of  the  case  record.  In  this  formulation  Professor  Sheldon 
Glueck  of  the  Harvard  Law  School,  who  has  since  attained  even 
wider  recognition  than  was  accorded  him  then,  was  most  helpful. 
He  was  employed  as  Sociologist,  and  from  his  wide  knowledge 
of  the  field  of  criminology  rendered  invaluable  aid  in  setting  up 
policies  and  methods.  Miss  Hannah  Curtis,  Director  of  Social 
Service  in  the  Department  of  Mental  Diseases,  prepared  a  pro- 
tocol for  the  Social  and  Medical  History  which  proved  itself  to 
be  sound  and  thorough,  and  which  was  followed  throughout. 
These  portions  of  the  record  were  prepared  by  the  social  worker 
in  each  case,  all  data  possible  being  verified.  The  physical  ex- 
amination was  made  by  the  jail  physician  under  regulations  of 
the  Department  of  Public  Health;  this  examination  was  fre- 
quently of  the  most  perfunctory  nature.  A  psychometric  ex- 
amination was  made  by  the  psychologist.  The  district  psychia- 
trist made  a  neurological  and  psychiatric  examination  after  the 


40 


social  and  medical  history  and  psychometric  report  were  before 
him,  and  then  the  Director  made  a  summary  and  recommenda- 
tion. A  copy  of  the  entire  record  was  forwarded  to  the  Depart- 
ment of  Correction  and  to  the  Commission  on  Probation.  In 
the  former  Department  an  attempt  was  made  to  carry  out  the 
recommendations,  but  for  various  reasons  many  difficulties  were 
encountered.  In  the  office  of  the  Commission  on  Probation,  the 
record  was  indexed,  and  so  keyed  to  the  general  index  that  in 
the  event  the  defendant's  record  was  asked  for  at  a  later  time  the 
probation  officer  inquiring  was  informed  of  the  existence  of  the 
record  from  the  Division  for  the  Examination  of  Prisoners. 
Later,  two  copies  were  supplied,  one  of  which  might  be  lent  by 
the  Commission  for  the  benefit  of  the  court  before  whom  the 
defendant  was  then  appearing. 

Such  was  the  general  plan  of  operation.  Dr.  Chambers  left  to 
become  Superintendent  of  the  Taunton  State  Hospital  on  July  1, 
1925,  and  was  succeeded  by  the  author,  who  remained  until 
July  15,  1930,  having  been  appointed  Assistant  Commissioner 
of  the  Department  on  April  2  of  that  year.  Dr.  Earl  K.  Holt 
was  then  appointed  Director,  remaining  until  November  18, 
1931,  when  he  became  Superintendent  of  the  Medfield  State 
Hospital.  Dr.  Arthur  N.  Ball  thereupon  took  over  the  duties 
until  the  Division  ceased  functioning  by  legislative  mandate  on 
April  30,  1933. 

The  aims  of  the  Division  were  threefold:  First,  to  prepare 
data  which  would  be  as  helpful  as  possible  in  indicating  the  de- 
sirable procedure  in  dealing  with  the  prisoner  during  his  imprison- 
ment and  immediately  thereafter,  such  as  by  commitment  to  a 
mental  hospital  or  by  referring  him  to  an  appropriate  social 
agency  for  the  purpose  of  rehabilitating  him  and  his  family; 
second,  to  provide  information  to  aid  the  court  in  selecting  a 
suitable  disposition  in  the  event  the  subject  should  later  be 
arrested;  and  finally,  to  analyze  the  mass  of  records  as  the  basis 
for  an  exhaustive  study  of  the  county  jail  population  of  the  State. 
In  the  last  connection,  it  should  be  emphasized  that  in  no  other 
State  has  the  population  of  this  class  of  penal  and  correctional 
institutions  ever  been  thoroughly  studied  as  a  routine  matter. 
The  only  study  ever  remotely  approaching  it  has  been  a  series  of 
surveys  in  a  number  of  states,  none  of  them  continuing,  and 
almost  all  without  benefit  of  verification  of  data  from  outside 
sources;  this  in  spite  of  the  fact  that  nearly  90  per  cent  of  all 
prisoners  sentenced  in  the  United  States  are  committed  to  county 
jails,  and  that  the  rate  of  recidivism  in  this  group  is  notoriously 
high! 

The  experience  of  the  Division  soon  showed  that  the  prelimi- 
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nary  estimates  of  the  number  of  prisoners  to  be  examined  were 
too  low.  Of  the  16,000  or  so  prisoners  annually  committed  to 
the  houses  of  correction,  about  12,000  were  found  to  be  sen- 
tenced for  non-payment  of  fines  or  for  less  than  two  months  (one- 
half  of  them  for  drunkenness),  leaving  four  thousand  at  least  who 
fell  within  the  provisions  of  the  law  and  at  the  same  time  would 
probably  be  detained  a  sufficient  length  of  time  to  permit  the 
completion  of  the  history  and  examination.  With  the  person- 
nel permitted  by  the  appropriation,  the  choice  had  to  be  made 
between  thoroughly  examining  a  part  or  cursorily  and  hastily 
reviewing  all;  the  former  was  selected  as  the  only  proper  and 
constructive  manner  of  proceeding.  Of  those  sentenced  for  more 
than  two  months  a  random  selection  (avoiding  those  previously 
examined)  was  made,  plus  those  cases  especially  referred  by  the 
jail  authorities.  An  annual  average  of  1,136  cases  were  com- 
pleted, or  a  total  for  the  eight  and  one-half  years  of  9,657. 

Beginning  in  1926,  steps  were  taken  looking  to  a  statistical 
study  of  5,000  cases.  A  code-card  was  made  out  for  each  case, 
bearing  fifty-three  significant  items  of  information  and  these 
data  were  later  transferred  to  Powers  punch-cards  and  analyzed. 
The  process  of  analysis  was  a  lengthy  one,  and  at  the  cessation 
of  the  activities  of  the  Division  Miss  Marion  Grant  and  Mrs. 
Sarah  D.  Small  were  on  the  point  of  completing  it.  It  is  hoped 
that  the  detailed  study  may  be  published  at  a  later  date.  Some 
of  the  results  are  presented  herewith,  as  indicating  the  value  of 
the  Division  in  casting  light  upon  a  neglected,  though  socially 
highly  significant,  problem.  The  data  are  based  upon  the  analy- 
sis of  the  cases  of  4,576  male  prisoners;  the  balance  of  the  5,000 
cases,  the  women,  comprises  too  small  a  group  for  the  findings 
to  be  statistically  valid. 

Before  presenting  these  results,  a  few  words  concerning  the 
the  Houses  of  Correction  are  called  for.  There  are  very  few 
crimes  in  Massachusetts  for  the  commission  of  which  a  person 
may  not  be  sent  to  these  institutions.  Even  in  the  case  of  very 
petty  offences  for  which  a  fine  is  usually  imposed,  the  convicted 
person  may  be  committed  to  the  House  of  Correction  for  non- 
payment of  the  fine.  A  few  serious  felonies  call  for  death  or 
State  Prison,  but  for  most  felonies  the  court  may  choose  between 
State  Prison  and  the  House  of  Correction  as  the  place  of  con- 
finement, the  theory  being  that  the  so-called  "minor"  or  "less 
serious"  offenders  are  sent  to  the  House  of  Correction.  The 
maximum  sentence  to  the  latter  institution  is  two  and  one-half 
years.  The  term  "jail"  usually  designates  the  place  where 
persons  awaiting  trial  are  held,  the  "House  of  Correction"  being 
for  sentenced  prisoners  only.    The  terms,  however,  in  practice 
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are  synonymous;  the  jail  and  house  of  correction  are  under  the 
control  of  the  sheriff  of  the  county  (an  elected  official),  and  the 
expense  of  operation  is  paid  by  the  county.  A  slight  degree  of 
supervision  by  the  Commissioner  of  Correction  of  the  Common- 
wealth is  permitted  by  law.  The  minimum  age  for  commitment 
is  seventeen  years;  there  is  no  maximum  age  as  there  is  at  the 
Reformatory  at  Concord.  Accordingly,  we  may  find  adults  of 
any  age  in  these  institutions.  In  spite  of  the  presence  of  men 
well  along  in  years,  the  population  is  predominantly  young,  — 
41.8  per  cent  under  30,  70  per  cent  under  40  years.  This  is  to  be 
compared  with  general  civilian  population  figures  for  the  State 
of  31.7  per  cent  and  55.2  per  cent  respectively  (1920  census). 
The  mean  age  of  the  men  studied  (including  first  offenders  and 
recidivists  alike),  was  34.8  +  12  years;  8.5  per  cent  were  over 
17  and  under  20,  while  3.7  per  cent  were  60  years  or  over. 

There  is  a  definite  correlation  between  age  and  certain  offenses. 
For  example,  90  per  cent  of  all  the  men  convicted  of  larceny  of 
an  automobile  were  under  30  years,  and  70  per  cent  of  all  those 
guilty  of  other  violations  of  the  motor  vehicle  law  were  in  the 
same  age  group.  On  the  other  hand,  85  per  cent  of  those  con- 
victed of  drunkenness  were  over  30  years,  68  per  cent  of  those 
guilty  of  non-support,  and  70  per  cent  of  violators  of  the  liquor 
laws.  Of  the  95  men  sentenced  as  tramps,  40,  or  42  per  cent, 
were  50  years  of  age  or  over.  A  study  of  the  predominant  offen- 
ses, ages  and  nativities  appears  to  indicate  that  the  younger  and 
older  groups  are  entirely  distinct;  the  predatory  offenders  do 
not  tend  to  become  the  drunkards,  non-supporters  and  tramps 
as  they  grow  older.  The  predatory  group,  incidentally,  con- 
tains a  large  number  of  offenders  who  began  their  criminal  career 
as  juveniles;  60  per  cent  had  been  first  arrested  before  the  age 
of  17,  as  against  12  per  cent  of  the  alcoholic  group. 

Whence  came  the  prisoners?  The  distribution  compared  with 
the  corresponding  groups  of  the  general  population  as  given  in 
the  United  States  1930  Census  for  Massachusetts,  is  expressed 
in  rates  per  100,000  of  the  population  of  the  State  over  fifteen 
years  of  age. 
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Groups 

Population 

Prisoners 

Rates  per 
100,000 

White  

Native  Born  .... 
Native  Parentage  . 
Foreign  or  Mixed  Parentage 
Foreign  Born  .... 
Negro      .  . 

Others  

3,081,190 
2,051,401 
939,318 

1    1  1  O  ACQ 

1,029,789 
37,658 
4,323 

4,506 
2,931 

934 
1 ,997 
1,575 

329 

146 
142 
99 
179 
152 
873 

3,123,171 

4,835 

154 

As  to  the  white  prisoners,  we  find  that  it  is  not  the  immigrant  who 
has  the  highest  rate,  but  the  first-generation  American;  whereas 
the  foreign-born  whites  constitute  152  per  100,000  over  15  years 
of  age,  the  native-born  whites  of  foreign  or  mixed  parentage 
account  for  179  per  100,000  (unfortunately  the  census  data  do 
not  permit  a  separation  of  the  groups  of  those  having  both  parents 
foreign-born  and  those  with  only  one).  Those  born  in  this 
country  of  native-born  parents  exhibit  a  much  lower  rate,  — 
namely  99  per  100,000.  The  relationship  of  these  groups  is 
shown  in  the  graph  below : 
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One  other  point  of  interest  with  relation  to  the  immigrant  is 
that  it  is  not  the  recently  arrived  one  who  engages  in  anti-social 
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conduct.  Of  the  1,453  foreign-born  male  prisoners  whose  length 
of  residence  in  the  United  States  was  ascertained,  only  57  had 
been  in  this  country  less  than  five  years. 

The  inordinately  high  rate  for  negroes  is  striking,  being  over 
five  times  the  rate  for  the  foreign-born  whites.  The  figures  seem 
to  indicate  that  this  group  preponderates  in  offenses  against 
chastity  and  in  assault  and  battery,  that  is,  that  a  substantially 
higher  number  of  those  offenses  is  found  among  this  group  than 
would  be  expected*  (assault  and  battery  +5,  offenses  against 
chastity  +3.8).  Drunkenness,  on  the  other  hand,  is  much  less 
frequent  than  the  expected  (—4.9). 

The  "country  of  origin"  of  the  foreign  white  stock  is  here  pre- 
sented in  the  form  of  rates  per  100,000  of  the  corresponding 
groups  of  the  Massachusetts  civil  population  over  15  years  of 
age  for  1930,  as  in  Table  1.  The  term  "country  of  origin"  indi- 
cates, for  those  having  one  or  both  parents  foreign-born,  the 
birthplace  of  the  father,  or  if  the  father  was  native-born,  the 
foreign-born  parent.    The  table  follows: 


Groups 

Population 

Prisoners 

Rates  per 
100,000 

Canada,  French  .... 

260,823 

516 

197 

Canada,  Other  .... 

312,135 

436 

139 

Ireland  ..... 

490,953 

1,045 

212 

Italy  

201,190 

399 

198 

Other  Central  Europe  1  . 

79,868 

137 

171 

Other  Europe  .... 

5,513 

Other  N.  W.  Europe  2  . 

341,792 

384 

112 

Other  Southern  Europe 

(Spain,  Greece) 

20,906 

50 

239 

Portugal  ..... 

38,004 

69 

181 

Russia 3  .... 

295,460 

447 

151 

Total  

2,046,644 

3,483 

170 

1  Includes  Germany,  Czechoslovakia,  Austria,  Hungary,  Jugoslavia,  Rumania,  Bulgaria, 
Turkey  in  Europe. 

2  Includes  England,  Scotland,  Wales,  Norway,  Sweden,  Denmark,  Netherlands,  Belgium, 
Switzerland,  France. 

3  In  the  1920  Census,  the  pre-war  boundaries  were  used  for  country  of  origin;  in  1930  the 
post-war  were  employed.  "Russia"  as  used  here  includes  the  present  Russia,  Poland,  Fin- 
land, Lithuania,  and  Latvia. 

An  extended  discussion  of  the  significance  of  these  figures 
which  would  involve  racial  customs,  economic  status,  and  a  host 
of  other  considerations,  would  be  of  interest,  but  space  does  not 
permit  it  here.  Excesses  over  the  expected  are  found  in  non- 
support  among  the  Canadian-French  (+3.0);  drunkenness  among 


*  See  Footnote  2,  page  59. 
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the  Irish  (  +  13.8);  violation  of  the  liquor  law  among  the  Rus- 
sians (+8.3),  Italians  (+8.4),  and  other  Southern  Europeans 
(+3,5);  offenses  against  the  person  among  the  Italians  (+6.7), 
as  well  as  offenses  against  chastity  and  carrying  concealed 
weapons  (+3.0  each).  Drunkenness  and  non-support,  on  the 
other  hand,  are  notably  low  among  the  Portuguese  and  Italians, 
and  offenses  against  the  person,  against  chastity  and  against 
the  liquor  laws  among  the  Irish.  As  for  the  natives  of  native 
parentage,  an  excess  of  forgery  and  larceny  of  automobiles  are 
noted,  and  a  ratio  less  than  expected  of  drunkenness  and  viola- 
tion of  the  liquor  laws. 

Information  obtained  as  to  the  type  of  environment  to  which 
the  prisoner  was  subjected  as  a  boy  (up  to  17  years)  indicated 
that  42  per  cent  of  those  who  began  as  juvenile  delinquents  and 
39  per  cent  of  the  predominantly  predatory  group  had  come 
from  poor  environment,  whereas  only  13  per  cent  of  the  groups 
whose  predominant  offense  was  violation  of  the  motor  vehicle 
laws  came  from  poor  urban  environment,  and  30  per  cent  from 
good  urban  conditions.  Of  the  men  first  arrested  under  17, 
53  per  cent  had  left  the  care  of  their  parents  before  that  age, 
whereas  only  25  per  cent  of  all  the  male  prisoners  had  done  so 
(of  the  women,  37  per  cent  had  left  the  parental  home  before 
the  age  of  17).  A  broken  home  in  early  life,  whether  by  death 
or  separation  of  the  parents,  is  found  frequently  in  this  group. 
Of  the  men,  the  parents  had  separated  when  the  prisoner  was 
under  16  in  7.8  per  cent  of  the  cases;  the  mother  had  died  in 
10.5  per  cent,  and  the  father  in  13.8  per  cent.  The  significance 
of  the  factor  cannot  be  stated,  as  control  figures  are  lacking. 

The  mental  heredity  of  the  group  appears  to  be  materially 
poorer  than  we  should  expect  in  a  sample  of  the  general  popula- 
tion. In  74  per  cent  of  the  male  prisoners  a  family  history  was 
obtained,  indicating  psychosis  in  parents  or  siblings  4  per  cent; 
mental  defect  in  same,  2  per  cent;  psychosis  or  mental  defect 
among  collaterals,  3  per  cent.  These  figures  are  far  from  con- 
clusive, of  course,  but  are  strongly  suggestive.  Add  to  this  the 
fact  that  alcoholism  was  definitely  found  among  parents,  siblings, 
or  collaterals  in  38  per  cent  of  the  males,  the  father  being  alco- 
holic in  26  per  cent,  and  both  parents  in  3  per  cent  more.  The 
defective  environment  is  strongly  attested  by  the  fact  that  a 
court  record  was  found  among  the  parents,  siblings,  or  collaterals 
in  22  per  cent  of  the  male  cases.  Of  the  prisoners  themselves, 
59.1  per  cent  were  classed  as  intemperate,  and  an  additional  1.1 
per  cent  used  alcohol  intemperately  in  addition  to  narcotic  drugs. 

The  prisoners  tended  to  come  from  fairly  large  families,  as 
shown  by  the  table  below: 
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Number  of  Siblings  (including  prisoner) 


Male  Prisoners 

Female  Prisoners 

Number 

Per  cent 

Number 

Per  cent 

Prisoner  the  only  child  .... 

219 

5 

33 

8 

Two  children  in  family        .  ... 

361 

8 

29 

7 

Three  children  in  family  .... 

504 

11 

49 

12 

Four  children  in  family  .... 

568 

12 

49 

12 

Five  children  in  family  .... 

575 

13 

42 

10 

Six  children  in  family  .... 

465 

10 

39 

9 

Seven  children  in  family  .... 

436 

10 

45 

10 

Eight  children  in  family  .... 

329 

7 

26 

6 

Nine  children  in  family  .... 

276 

6 

24 

6 

Ten  or  more  children  in  family 

687 

15 

70 

16 

Unknown  ....... 

156 

3 

18 

4 

Total  

4,576 

100 

424 

100 

The  average  size  of  family  for  the  males  was  5.9  and,  after 
correction  for  the  sampling  error,  this  average  is  reduced  to  4.0. 
The  females  come  from  families  averaging  5.8  children  with  a  cor- 
rected average  of  3.3.  These  families  may  be  considered  as 
complete  (mothers  45  years  or  over)  and  the  population  average 
for  completed  family  is  about  3.2.  Now  we  observe  that  the 
male  prisoners  with  their  larger  numbers  appear  to  come  from 
families  above  average  in  size,  while  the  females  with  a  much 
smaller  total  come  from  families  much  nearer  the  average.  In 
other  words  larger  size  of  family,  as  a  part  of  the  environmental 
background,  appears  to  wield  a  greater  influence  in  the  case 
of  males  than  females. 

The  general  level  of  education  is  low;  310  of  the  men  were 
illiterate,  281  had  had  no  formal  education  but  were  able  to  read 
and  write  to  some  extent,  and  969  had  left  school  in  one  of  the 
first  five  grades,  —  a  total  of  1,560  or  34.9  per  cent.  The  un- 
schooled were  the  older  group;  the  illiterates  were  mostly  from 
Russia,  Poland,  Lithuania,  Italy,  and  Portugal.  Furthermore, 
81  per  cent  of  the  illiterates  and  75  per  cent  of  the  other  un- 
schooled had  been  reared  in  rural  communities.  At  the  other 
extreme  were  found  twenty  college  men  and  eight  who  had 
attended  professional  schools. 

Another  feature  illustrating  the  industrial  and  social  stratum 
is  the  matter  of  occupation.  The  following  table  showing  the 
occupations  of  both  sexes  is  of  interest : 


47 


Usual  Occupations  —  Male 

Number      Per  cent 

Laborers  (including  longshoremen  and  odd  jobs)     ....      1,411  30.8 
Semi-skilled  labor  and  factory  operatives  including  laundry  workers, 
machinists,    mechanics,    stationary    engineers,    structural  iron 

workers,  firemen,  blacksmiths,  factory  workers  in  general  .  .  1,160  25.3 
Transportation  —  teamsters,      chauffeurs,    truckmen,  expressmen, 

sailors  (except  Navy),  railroad,  and  street  railway  .  .  .  453  9.9 
Personal  service  —  restaurant  work,  barbers,  elevator  men,  porters, 

janitors,    practical    nurses,    attendants   in   hospitals,  cleaners, 

cobblers   367  8.0 

Trade-storekeepers  —  clerks   in   stores,  commercial   travelers,  real 

estatet  insurance      .........        335  7.3 

Skilled  trades  —  building  trades,  electricians,  paper-hangers     .        .        329  7.2 
No  legitimate  occupation       ........         217  4.7 

Agriculture  —  forestry,  animal  husbandry,  fishing,  mining       .        .         125  2.7 

Clerical  58  1.3 

Public  service  —  policemen,  mail  carriers,   firemen,  soldiers,  and 

sailors    ...........  51  1.2 

Semi-professional  —  draftsmen,    photographers,    musicians,  actors, 

undertakers,  telegraphers  .......  35  .8 

Usual  occupation  unknown    ........  35  .8 


4,576  100.0 

U sual  Occupations  —  Female 

Number  Per  cent 

Domestic  service  —  general  housework,  nurse  girls,  cooks  in  private 

homes,  maids,  housekeepers,  charwomen    .....  157  37.0 

Housewife  .        .   87  20.5 

Factory  workers  —  and  semi-skilled  labor       .        .        .        .        .  72  17.0 

No  legitimate  occupations      ........  60  14.2 

Restaurant  and  hotel  work     ........  18  4.2 

Trade   9  2.1 

Work  at  home  —  dressmakers,  lodging  housekeepers        .        .        .  8  1.9 

Personal  service  —  manicurists,  practical  nurses,  etc.       .        .        .  7  1.7 

Clerical   4  .9 

Semi-professional  —  actors,  vaudeville,  etc.    .....  2  .5 


424  100.0 

The  predominantly  alcoholic  offenders  are  recruited  largely 
from  the  laborer  group  (31  per  cent),  the  predatory  offenders 
from  this  group  (27  per  cent),  the  semi-skilled  group  (19  per 
cent)  and  the  "No  legitimate  occupation"  group  (11  per  cent); 
liquor  law  offenders  from  the  semi-skilled  (26  per  cent)  and 
storekeepers  (19  per  cent);  the  non-supporters  from  laborers 
(32  per  cent)  and  semi-skilled  (24  per  cent). 

The  economic  statu.'  of  the  men  (it  should  be  borne  in  mind 
that  most  of  these  men  were  examined  before  1929)  was  as 


follows : 

Number  Per  cent 

Comfortable                                                                            310  6.7 

Marginal                                                                              3,925  85.8 

Dependent  ........                      297  6.5 

Unknown    ........                      44  1.0 


4,576  100.0 
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The  cases  in  which  financial  relief  had  been  given  by  others 
than  members  of  the  family  are  shown  below : 

Number 

No  relief  given                                                                  3,362  73  per  cent 

Public  aid  given                                                                414]  9%] 

Private  aid  given                                                .               118[840  3%[l9.0 

Both  public  and  private  aid                                                   308 J  7% J 

Unknown                                                                         374  8  per  cent 


4,576  100.0 


It  may  safely  be  said  that  about  three-fourths  of  the  male 
prisoners  and  their  families  were  1  'struggling  along,"  barely 
marginal  perhaps,  but  not  receiving  aid.  It  would  be  interesting 
to  know  how  that  figure  would  compare  with  the  situation  since 
the  economic  cataclysm  of  1929. 

Very  interesting  data  on  the  significance  of  the  marital  status 
of  the  prisoner  are  given  in  the  following  table: 

Marital  Status  of  Prisoners,  by  Sex:  Rales  per  100,000  of  Massa- 
chusetts Population  (U.  S.  Census  1980)  of  Same  Marital 
Status  Groups 


Males 

Females 

Makital 

Status 

Population  15 

Prisoners 

Rates  per 

Population  15 

Prisoners 

Rates  per 

years  and  over 

100,000 

years  and  over 

100,000 

Single  . 

545;566 

1,924 

352 

551,892 

64 

11 

Married 

870,510 

1,431 

164 

869,725 

135 

15 

Widowed 

72,410 

206 

284 

181,875 

59 

32 

Divorced  or 

separated* 

10,610 

979 

9,227 

15,020 

156 

1,038 

Unknown 

2,808 

36 

1,898 

10 

Total 

1,501,904 

4,576 

304 

1,620,410 

424 

26 

*  Includes  living  apart  and  legally  separated. 


This  table  shows  the  marital  status  of  male  and  female 
prisoners,  giving  the  rates  per  hundred  thousand  of  population 
for  the  same  groups  in  accordance  with  the  1930  census  for 
Massachusetts.  The  males  show  a  startlingly  high  rate  of 
9,227  in  the  group  "divorced  or  separated."  The  next  lower 
rate  of  352  is  observed  in  "single"  males.  The  next  in  order  is 
the  rate  of  284  in  the  group  "widowed,"  while  the  lowest  rate  of 
164  is  noted  in  the  "married"  group.  Men  who  are  "married" 
apparently  have  the  least  chance  of  becoming  a  prisoner.  If 
they  are  "widowed"  or  "single"  there  is  approximately  twice 
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the  chance  that  they  are  included  in  this  group.  If  they  are 
"divorced  or  separated"  "there  is  approximately  55  times  the 
chance  that  they  will  become  a  prisoner,  in  comparison  with  the 
chance  of  men  who  are  "married." 

For  the  females  much  smaller  numbers  are  involved  and  for 
that  reason  the  rates  will  be  correspondingly  lower.  It  appears 
that  "single"  women  have  the  least  chance  of  becoming  a  prisoner 
with  a  rate  of  11  per  hundred  thousand  of  the  population. 
"Married"  women  are  second  with  a  rate  of  15.  The  "widowed" 
group  is  third,  with  a  rate  of  32,  while  the  "divorced  or  sepa- 
rated" are  last  with  the  tremendously  high  rate  of  1,038.  It 
appears  that  the  "single"  or  "married"  women  have  about  the 
same  chance  of  becoming  a  prisoner.  However,  if  the  woman 
is  "widowed"  there  appears  to  be  about  three  times  the  chance 
that  she  will  come  in  this  group.  If  the  woman  is  "divorced  or 
separated"  we  see  that  there  is  approximately  94  times  the 
chance  that  she  will  become  a  prisoner,  in  comparison  with  the 
women  who  are  "single." 

In  both  sexes  we  see  a  high  correlation  between  the  "divorced 
or  separated"  marital  status  group  and  the  probability  of  be- 
coming a  prisoner.  Among  the  "divorced  or  separated"  men 
there  is  55  times  the  chance  that  there  is  in  the  case  of  men  who 
are  "married."  Among  the  "divorced  or  separated"  females 
there  is  approximately  69  times  the  chance  that  there  is  in  the 
case  of  women  who  are  "married."  In  other  words,  extremely 
high  rates  are  observed  for  both  men  and  women  prisoners  who 
have  been  married  but  who  terminated  this  relationship  by 
either  divorce  or  separation. 

In  the  case  of  387  of  the  men,  or  8.5  per  cent,  the  marriage 
was  known  to  have  been  "forced,"  as  against  31,  or  7.4  per  cent, 
of  the  424  women. 

The  religion  of  the  prisoners  seems  to  be  of  no  especial  signifi- 
cance as  compared  with  the  general  population  except  in  the 
case  of  the  Jews,  who  are  proportionately  much  more  numerous 
in  the  civil  population  than  among  the  prisoners. 

As  appearing  to  corroborate  the  belief  generally  held  among 
psychiatrists  and  criminologists  that  there  is  a  correlation  be- 
tween behavior  disorders  in  early  life  and  later  delinquency, 
the  following  table  is  of  interest.  The  large  proportion  of  posi- 
tive cases  is  suggestive,  although  not  conclusive,  especially  as 
data  for  the  non-delinquent  population  are  not  available. 
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Behavior  Disorder  in  Early  Life  (up  to  the  age  of  17) 


Male 

Female 

Number      Per  cent 

Number      Per  cent 

Behavior  problem,  details  not  specified 
Combinations  of  details  given  below 
Bunking  out;  running  away;  truancy 
Stealing  ....... 

Unmanageableness;  disobedience;  defiance 
Sex  delinquency  ..... 

Temper  tantrums  ..... 

Behavior  history  unknown  .... 
Total  

533  11.6 
482  10.5 
392  8.6 
93  2.0 

1  o                  1  .O 

26  .6 
23  .5 
14  .3 
1,646  36.0 
1,294  28.3 

41  9.7 
43  10.1 
3  .7 

1  .2 

1  c                        q  a 
lO                          O  .  O 

37  8.7 

2  .5 
1  .2 

125  29.5 
156  36.8 

4,576  100.0 

424  100.0 

It  may  be  added  that  in  9.6  per  cent  of  the  males  and  9.9 
per  cent  of  the  females  the  onset  was  recorded  as  occurring  before 
the  age  of  13. 

Some  discussion  has  already  been  presented  concerning  the 
early  court  history  of  certain  types  of  offenders.  What  now  of 
the  offenses  for  the  commission  of  which  the  prisoners  were  serv- 
ing sentence  when  examined?  The  conventional  classification 
of  offenses  against  property,  person,  and  public  order  was  used, 
the  more  significant  numerically  being  sub-classified. 

The  first  group,  including  such  major  items  as  breaking  and 
entering  (usually  known  in  other  jurisdictions  as  burglary), 
larceny  and  unlawful  appropriation  of  an  automobile,  accounts 
for  28.7  per  cent  of  the  men  and  13.2  per  cent  of  the  women. 
That  of  offenses  against  the  person,  such  as  assault  and  battery 
and  the  various  sex  offenses,  includes  19.1  per  cent  of  the  men 
and  38.2  per  cent  of  the  women.  The  latter  figure  is  swollen  by 
the  prevalence  of  prostitution  and  other  illicit  sex  activities,  the 
woman  being  usually  dealt  with  much  more  severely  by  the  courts 
than  her  male  partner.  The  third  group  (offenses  against  public 
order)  is  the  large  one,  accounting  for  52.2  per  cent  of  the  men 
and  48.6  per  cent  of  the  women.  Non-support  or  neglect  of 
family  (16.7  per  cent)  and  drunkenness  (16.2  per  cent)  are  the 
big  items  in  this  group  among  the  men.  Drunkenness  is  frequent 
among  the  women  offenders  (23.6  per  cent)  as  well.  Violation 
of  the  liquor  law  (prohibition  was  then  in  effect)  was  the  offense 
among  6.7  per  cent  of  the  men  and  11.3  per  cent  of  the  women. 
Violation  of  the  narcotic  law  is  responsible  for  the  sentence  of 
only  1  per  cent  of  the  men  and  1.9  per  cent  of  the  women.  These 
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few  figures  illustrate  well  the  type  of  offense  for  which  a  defend- 
ant is  likely  to  be  sent  to  the  House  of  Correction  if  he  is  im- 
prisoned at  all;  the  "more  serious"  offenses  against  person  and 
property  are  likely  to  call  for  a  sentence  to  the  Reformatory  or 
State  Prison. 

It  has  been  previously  stated  that  the  maximum  sentence  to 
a  House  of  Correction  is  2}4  years;  such  a  sentence,  however, 
is  comparatively  rare.  Only  5.2  per  cent  of  the  men  and  1.4 
per  cent  of  the  women  were  serving  a  sentence  of  over  eighteen 
months.  The  tendency  is  to  much  shorter  terms,  as  is  shown 
by  the  following  table: 


Male 

Female 

Number 

Per  cent 

Number 

Per  cent 

Less  than  2  months  ..... 

219 

4.8 

40 

9.5 

2  to  3  months  ...... 

670 

14.6 

78 

18.4 

3  to  4  months  ...... 

979 

21.4 

147 

34.7 

4  to  5  months  ...... 

322 

7.0 

27 

6.4 

5  and  6  months  ..... 

1,177 

25.7 

88 

20.8 

7-11  months  ...... 

193 

4.2 

11 

2.6 

12-18  months  

746 

16.3 

23 

5.2 

Total         .       .       .  . 

4,306 

94.0 

413 

97.6 

It  will  thus  be  seen  that  73.5  per  cent  of  the  men  and  89.8 
per  cent  of  the  women  were  sentenced  to  serve  six  months  or 
less.  This,  however,  does  not  indicate  the  entire  significance; 
a  sentence  of  four  months  or  less  was  being  served  by  86  per  cent 
of  the  drunkenness  cases,  72  per  cent  of  the  liquor  law  violators, 
65  per  cent  of  the  automobile  law  offenders  and  51  per  cent  of 
the  non-supporters,  whereas  a  longer  time  was  imposed  upon 
60  per  cent  of  the  predatory  offenders  and  69  per  cent  of  the 
offenders  against  the  person.  In  connection  with  the  length 
of  sentence  it  is  of  interest  to  note  the  length  of  time  elapsing 
between  the  nominal  expiration  of  the  last  preceding  commit- 
ment and  the  date  of  the  present  commitment.  Of  all  the  men, 
13.9  per  cent  had  been  out  less  than  six  months,  and  12  per  cent 
of  the  women.  Correlating  this  item  with  the  predominant 
offense,  we  find  that  42  per  cent  of  the  drunkards  had  been  out 
less  than  one  year,  two-thirds  of  them  less  than  six  months. 
Among  the  other  groups  29  per  cent  of  the  burglars  and  non- 
supporters  had  been  free  less  than  one  year,  26  per  cent  of  the 
automobile  law  offenders,  and  19  per  cent  of  the  liquor  law 
offenders.    All  of  these  differences  were  found  to  be  statistically 
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significant,  that  is  to  be  greater  than  would  be  expected  from 
mere  chance. 

The  rate  of  recidivism  is  high,  49  per  cent  of  the  men  and 
50.5  per  cent  of  the  women  having  served  at  least  one  previous 
sentence.  As  to  arrests,  we  find  that  85.3  per  cent  of  the  men 
and  84.5  per  cent  of  the  women  had  previously  been  arrested. 
Indeed,  5.8  per  cent  of  the  men  and  12  per  cent  of  the  women 
had  been  arrested  over  thirty  times! 

A  few  data  on  previous  sentences  are  suggestive: 


Previous  commitments  Men  —  Per  cent    Women  —  Per  cent 

1   17.8  14.9 

2   8.9  11.6 

3   5.7  3.8 

4-5   6.0  3  8 

6-10    6  4  5.4 

11-20  .;      ^  2  .8  7  .8 

21-30    .9  2.3 

Over  30   .5  .9 


As  we  might  expect,  the  highest  rate  of  recidivism  is  found 
among  the  drunkards.  Of  the  men  serving  sentences  for  drunken- 
ness, 48.3  per  cent  had  served  four  or  more  previous  sentences! 
This  fact,  coupled  with  the  short  terms  usually  imposed,  would 
seem  to  be  sufficiently  damning  evidence  of  the  hopeless  in- 
adequacy of  the  present  procedure  in  dealing  with  the  chronic 
alcoholic.  No  class  of  offenders  approaches  anywhere  nearly  to 
this  astounding  rate  of  recidivism. 

The  two  final  tables  have  to  do  with  the  intelligence  quotient 
and  mental  classification  of  the  prisoners.  An  attempt  was 
made  to  give  an  individual  psychometric  test  to  each  prisoner, 
although  for  various  reasons  in  a  number  of  cases  this  was 
impractical.  In  any  event,  the  result  of  the  test  was  employed 
as  an  adjunct  to  the  social  history  and  psychiatric  examination, 
not  as  final.    The  table  follows: 


Intelligence  Quotient 

Male 

Female 

of  Prisoner 

Number 

Per  cent 

Number 

Per  cent 

45  or  under 

58 

1.3 

17 

4.0 

46-55 

98 

2.1 

26 

6.2 

56-65 

379 

8.3 

64 

15.1 

66-75 

636 

13.9 

72 

17.0 

76-85 

675 

14.8 

58 

13.7 

86-95 

532 

11.6 

18 

4.2 

96-105 

269 

5  9 

11 

2.6 

54 

1.2 

1 

.2 

Unknown  (not  examined  or  no  score  obtained) 

1,875 

40.9 

157 

37.0 

Total 

4,576 

100.0 

424 

100.0 
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One  is  struck  with  the  relative  excess  of  the  lower  grades  of 
intellect,  a  situation  which  serves  to  emphasize  the  general  in- 
feriority of  the  county  jail  group.  The  table  of  mental  classifica- 
tion is  much  more  significant: 


Mental  Classification 

Male 

Female 

of  Prisoners 

Number 

Per  cent 

Number 

Per  cent 

No  mental  designation  .... 

1,165 

25.4 

62 

14.6 

Epilepsy  without  psychosis 

13 

.3 

2 

.5 

Alcoholism,  without  psychosis 

1,728 

37.8 

138 

32.5 

Low  normal  or  borderline  intelligence  . 

415 

9.1 

62 

14.6 

Mental  deficiency  ..... 

345 

7.5 

96 

22.7 

Drug  addiction  without  psychosis 

53 

1.2 

12 

2.9 

Psychopathic  personality  .... 

711 

15.5 

47 

11.1 

146 

3.2 

5 

1.1 

Total  

4,576 

100.0 

424 

]00.0 

First  of  all,  one  is  struck  with  the  high  proportion  of  prisoners 
showing  some  form  of  mental  abnormality.  The  psychotics, 
the  mental  defectives,  and  the  epileptics  form  clear-cut  psy- 
chiatric groups,  as  do  the  group  of  "low  normal"  or  "borderline" 
intelligence.  The  latter,  though  not  clearly  feebleminded,  are 
of  less  than  the  generally  accepted  standard  of  normal  intelli- 
gence. Among  the  mentally  defective  it  will  be  noted  that  the 
women  are  proportionately  three  times  as  numerous  as  the  men. 
Whether  this  disproportion  is  statistically  sound  may  be  ques- 
tioned; at  any  rate,  it  probably  is  an  index  of  the  greater  dif- 
ficulty experienced  by  the  mentally  inferior  woman  in  eluding 
the  clutches  of  the  law.  In  view  of  the  fact  that  some  writers 
classify  all  persons  with  an  intelligence  quotient  of  less  than  .75 
as  mentally  defective,  it  should  be  pointed  out  in  connection 
with  this  and  the  immediately  preceding  table  that  other  factors, 
notably  the  social,  were  considered  in  making  a  diagnosis  of 
mental  deficiency.  In  some  cases,  too,  there  was  a  marked  lan- 
guage handicap,  or  co-operation  was  obviously  lacking.  Again, 
a  fair  proportion  of  the  inmates  exhibiting  a  relatively  low  intel- 
ligence quotient  were  finally  classified  under  other  headings, 
such  as  alcoholism.  The  diagnosis  of  psychopathic  personality 
is  of  somewhat  doubtful  validity,  perhaps;  at  least,  the  criteria 
are  not  agreed  upon  by  all  authorities.  In  the  present  study 
an  attempt  was  made  to  be  conservative  in  making  the  diagnosis, 
and  above  all  to  require  more  than  a  mere  history  of  frequent 
arrests  in  order  to  justify  it.    The  members  of  this  group  ex- 
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hibited  definite  evidences  of  poor  mental  balance.  The  psy- 
chiatric significance  of  alcoholism  and  drug  addiction  may  be  a 
subject  of  disagreement,  but  there  can  be  no  doubt  that  there  is 
at  least  a  prominent  mental  element  in  persons  exhibiting  this 
type  of  disorder.  Possibly  some  day  the  law  will  take  cognizance 
of  this  fact;  certainly  the  results  could  be  no  more  futile  than 
they  are  with  the  present  legal  treatment  of  this  group!  Even 
if  only  the  unquestionably  abnormal  prisoners  are  included,  we 
find  20.1  per  cent  of  the  men  and  38.9  per  cent  of  the  women 
suffering  from  mental  disease,  epilepsy,  mental  deficiency,  or  low 
normal  or  borderline  intelligence.  Can  it  be  doubted  that  a 
group  containing  over  one-fifth  of  undoubtedly  psychiatric 
problems  is  worth  psychiatric  study?  Add  to  these  the  alco- 
holics, drug  addicts  and  psychopathic  personalities,  and  a  pain- 
fully small  proportion  of  the  group  can  be  said  to  be  practically 
*  'normal"  mentally. 

A  few  further  comments  on  some  of  these  groups  are  of  pos- 
sible interest.  Considering  first  the  largest,  the  alcoholic,  we 
find  that  in  72  per  cent  of  the  cases  the  predominant  offense  is 
drunkenness,  followed  closely  by  non-support  of  family;  68  per 
cent  are  thirty  years  of  age  or  over;  63  per  cent  were  born  in 
this  country,  but  in  17  per  cent  only  were  the  parents  native 
born;  the  occupation  of  37  per  cent  was  laborer.  The  psy- 
chopathic personality  group  has  a  larger  native  component,  31 
per  cent  being  native  born  of  native  parentage,  and  76  per  cent 
born  in  this  country;  in  67  per  cent  of  the  cases  behavior  disorder 
in  early  life  was  reported,  and  39  per  cent  were  first  arrested  as 
juvenile  offenders;  the  predominant  offenses  were  chiefly  of  a 
predatory  nature  (34  per  cent);  84  per  cent  were  under  thirty 
years  of  age  when  examined,  as  we  should  expect  in  a  predatory 
group;  they  tended  to  have  good  scholastic  opportunities  and  to 
be  "drifters"  or  "loafers," — in  short,  unstable  and  inefficient. 
The  mentally  defective  group  exhibits  a  large  proportion  of 
foreign  stock;  only  16  per  cent  were  native  born  of  native  parents; 
33  per  cent  had  been  first  arrested  before  the  age  of  17,  and  the 
offenses  were  various,  with  a  preponderance  in  the  predatory 
type  30  per  cent.  The  drug  addicts  are  conspicuous  largely  by 
their  small  number,  — only  1.2  per  cent  of  the  men.  Of  these 
53,  but  13  used  drugs  only,  the  rest  using  alcohol  as  well;  28  of 
the  53  were  between  the  ages  of  30  and  39,  inclusive.  The 
largest  groups  of  offenses  represented  were  larceny  (11)  and  (as 
we  should  expect)  violation  of  the  drug  and  liquor  law  (34); 
nearly  all  had  completed  the  grammar  grades;  the  racial  distribu- 
tion was  scattering.  The  psychotics  are  definitely  an  older 
group,  the  mean  age  being  40  ( —  12.2).  The  types  of  psychosis 
were  as  follows: 
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Dementia  praecox;  manic  depressive  psychosis     .......  26 

Alcoholic  psychosis    .............  19 

Traumatic,  senile  or  arteriosclerotic  psychosis       .        .        .        .        .        .        .  10 

General  paresis         ............  5 

Other  psychoses  or  neuroses       ..........  86 
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The  offenses  were  scattering,  the  most  frequent  being  break- 
ing and  entering  (20  per  cent),  non-support  (17  per  cent), 
assault  and  battery  (13  per  cent),  drunkenness  and  offenses 
against  chastity  (12  per  cent  each).  Of  the  psychotics,  32  per 
cent  were  drifters  or  loafers. 

What  of  the  recommendations  made  for  the  future  care  of  the 
prisoners  studied?  These  fell  largely  into  three  categories,  — 
institutional  care;  court  supervision;  supervision  by  a  social 
agency. 


Male 

Female 

Number 

Per  cent 

Number 

Per  cent 

Hospital  for  mental  disease 

97 

2.1 

6 

1.4 

Institution  for  alcoholics,  indeterminately 

539 

11.8 

60 

14.2 

Institution  for  alcoholics,  with  out-patient 

supervision  on  release  .... 

680 

14.9 

48 

11.3 

Institution  for  defective  delinquents 

170 

3.7 

67 

15.8 

Institution  for  drug  addicts 

49 

1.1 

9 

2.1 

Institution  for  psychopathic  delinquents 

367 

8.0 

32 

7.5 

Probation  supervision  .... 

208 

4.5 

13 

3.1 

School  for  feebleminded  .... 

13 

0.3 

5 

1.2 

Supervision    by    mental    clinic,  neuro-psy- 

chiatric  clinic,  D.M.D.  .... 

170 

3.7 

13 

3.0 

Supervision  by  social  agency 

877 

19.2 

74 

17.5 

All  others  ...... 

291 

6.4 

31 

7.3 

None  ....... 

1,115 

24.3 

66 

15.6 

Total  

4,576 

100.0 

424 

100.0 

The  two  large  groups  are  those  calling  for  a  prolonged  period 
of  segregation  in  an  institution  for  alcoholics  and  those  who 
would  benefit  from  supervision  by  a  social  agency.  A  third 
group  was  recommended  for  care  in  an  institution  not  yet  estab- 
lished by  law  in  this  country,  although  functioning  in  certain 
European  countries,  —  namely  one  for  psychopathic  delinquents. 

Certain  of  these  institutions  are  already  in  existence,  notably 
the  mental  hospitals,  the  schools  for  the  feebleminded,  the  de- 
partment for  defective  delinquents,  and  the  institution  for  al- 
coholics and  drug  addicts.  The  latter,  a  portion  of  the  State 
Farm,  is  set  aside  for  the  care  of  inebriates  and  drug  addicts 
who  may  be  committed  for  a  period  limited  to  two  years.  This 
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wise  provision  of  law  is  unfortunately  little  used,  the  courts  still 
preferring  to  sentence  these  groups  as  criminals,  to  serve  a  short 
period  and  then  return  to  their  former  ways.  It  is  hard  to 
imagine  any  more  costly  and  wasteful  bit  of  bungling  on  the 
part  of  our  courts  than  the  shortsighted  and  ineffective  disposi- 
tion of  this  type  of  case.  The  psychopathic  delinquent  is  in 
some  ways  a  more  serious  and  persistent  problem  than  the 
defective  delinquent,  but  this  class  is  not  yet  legally  recognized. 
Eventually  it  will  be,  and  then  special  provision  for  the  care  of 
this  type  of  offender  may  follow.  A  considerable  group  would 
profit  from  supervision  after  release,  but  this  was  difficult  to 
bring  about.  A  social  worker  in  the  Department  of  Correction, 
Miss  Eva  Simmons,  attempted  to  secure  the  assistance  of  various 
social  agencies  in  this  follow-up,  but  was  hindered  by  the  anti- 
criminal  prejudices  of  some  of  the  agencies  and  the  unwilling- 
ness of  prisoners  and  their  families  to  co-operate  after  the 
prisoner  had  "paid  his  debt."  In  many  cases  the  commitment 
to  a  special  institution  could  not  be  brought  about;  certain  legal 
restrictions  interfered  in  the  case  of  the  defective  delinquents; 
in  any  event,  the  Sheriff  was  the  one  who  would  have  to  take 
the  initiative  after  the  recommendation  was  forwarded  to  him, 
and  in  a  few  instances  a  Sheriff  decided  that  although  the 
examiner  reported  a  psychosis  the  prisoner  was  "all  right  men- 
tally" and  did  not  require  commitment!  In  the  face  of  such 
an  attitude,  plus  the  fact  that  in  most  instances  the  prisoner 
was  on  the  verge  of  being  released  when  examined,  it  is  not 
strange  that  more  of  the  recommendations  were  not  carried  out. 

The  records  of  the  Division  proved  themselves  to  be  of  value 
in  several  ways.  As  has  been  stated  above,  two  copies  of  each 
record  were  forwarded  to  the  Board  of  Probation,  and  were 
indexed  on  the  prisoner's  card.  Thus,  when  an  inquiry  was 
received  concerning  a  person  whose  card  showed  what  was 
known  in  the  office  as  an  "MX"  number,  the  information  was 
given  that  a  mental  report  was  on  file.  The  duplicate  could  be 
sent  to  the  inquiring  court  or  could  be  consulted  at  the  office. 
This  service  was  used  by  probation  officers  to  an  increasing 
degree,  and  for  the  year  ending  June  30,  1932,  for  example,  531 
records  were  lent  to  courts  and  nearly  1,000  were  consulted  at 
the  office  by  officials  having  a  legitimate  interest  in  them. 
Many  probation  officers  have  expressed  themselves  to  the  writer 
as  finding  valuable  to  them  the  social  and  psychiatric  data  con- 
tained in  the  case  record.  Even  with  this  use  of  the  records  by 
the  courts  in  subsequent  arraignments  of  the  prisoners  examined, 
the  rate  of  recidivism  among  the  men  examined  was  considerable. 
The  fists  of  admission  sent  in  from  the  Houses  of  Correction 
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were  checked  with  a  view,  among  other  things,  to  noting  the 
names  of  those  previously,  examined,  such  prisoners  usually  not 
being  re-examined.  From  January  1,  1926,  to  November  30, 
1930,  3,853  admissions  of  previously  examined  prisoners  were 
noted,  or  50.7  per  cent  of  all  the  prisoners  examined.  Not  all 
of  these,  of  course,  were  different  persons;  some  appeared  and 
re-appeared.  On  the  other  hand  it  is  more  than  likely  that 
others  escaped  recognition  by  reason  of  alias. 

During  1929,  Mrs.  Sarah  D.  Small,  a  social  worker  in  this 
Division,  made  an  intensive  study  of  the  subsequent  record  of 
cases  examined  by  this  Division,  to  determine  to  what  extent 
the  recommendations  made  as  provided  by  law  were  carried  out, 
and  with  what  results.  Only  those  prisoners  were  studied  who 
had  been  released  at  least  two  years  prior  to  this  period.  The 
total  number  studied,  1,080  (out  of  the  5,000  examined  at  that 
time)  represented  540  cases  on  which  some  action  was  taken 
by  the  Department  of  Correction,  and  a  control  group  of  540 
cases  on  which  nothing  had  been  done.  The  Department  of 
Correction  had  at  that  time  taken  some  action  on  1,326  cases 
altogether. 

Recidivism  during  the  first  two  years  was  found  to  be  63  per 
cent  and  not  relatively  greater  in  the  group  on  whom  action 
was  started  when  compared  with  those  on  which  nothing  was 
done;  it  was  further  found,  however,  that  practically  nothing 
had  been  done  by  the  agencies  to  whom  cases  had  been  referred. 
Recommitments  to  institutions  occurred  in  61  per  cent  of  all 
those  known  to  have  subsequent  criminal  records.  Eighty-six 
per  cent  of  the  alcoholics  were  found  to  have  been  in  court  again 
during  the  two  year  period,  and  of  those  charged  with  offenses 
against  property,  at  least  79  per  cent  had  subsequent  records. 
The  age  group  up  to  thirty  years  of  age  contributed  very  largely 
to  the  Reformatory  and  to  State  Prison;  the  ages  between  30 
and  40  showed  alcoholism  to  be  a  serious  problem;  and  the 
group  beyond  40  began  to  contribute  to  the  hospitals  for  mental 
disease.  Those  diagnosed  as  Mentally  Defective  contributed 
largely  to  those  who  later  were  committed  to  the  Massachusetts 
Reformatory;  while  those  diagnosed  as  Psychopathic  Personality 
contributed  largely  to  the  State  Prison.  Twenty-five  and  four- 
tenths  per  cent  of  the  1,080  had  been  designated  as  needing 
immediate  action,  but  on  tracing  their  history  it  was  found  that 
very  little,  if  anything,  had  been  done  because  of  lack  of  facilities 
or  lack  of  co-operation  either  on  the  part  of  the  ex-prisoner  or 
on  the  part  of  private  social  agencies  to  whom  cases  were  referred. 

The  study  demonstrated  the  high  incidence  of  recidivism  in 
the  group  studied  by  the  Division,  and  emphasizes  the  impor- 
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tance  of  an  effective  use  of  the  information  amassed  by  the 
Division  as  a  means  of  attacking  the  problem. 

Two  other  practical  uses  of  the  information  collected  by  the 
Division  should  be  mentioned.  The  Survey  of  Crime  in  Suffolk 
County  conducted  by  the  Harvard  Law  School  found  the  data 
of  value  in  its  study  of  the  correctional  institutions  of  the  county, 
and  the  Division  was  glad  to  co-operate  in  this  work.  The 
other  project  was  an  anthropometric  study  of  criminals  under- 
taken by  Professor  Earnest  A.  Hooton  of  the  Department  of 
Anthropology  of  Harvard  University.  Through  the  Division, 
facilities  were  made  available  for  the  measurement  of  a  large 
number  of  offenders,  both  in  the  Houses  of  Correction  and  else- 
where, and  the  pertinent  social  data  were  furnished  for  purposes 
of  correlation.  The  entire  study,  when  published,  will  deal 
with  the  results  of  measurements  and  observations  on  16,000 
criminals,  and  will  be  the  most  comprehensive  work  of  this  kind 
yet  produced. 

There  have  been  presented  above  three  phases  of  the  activ- 
ities of  the  Department  of  Mental  Diseases  having  to  do  with 
the  courts  and  correctional  institutions  of  the  Commonwealth 
during  the  administration  of  Doctor  Kline  as  Commissioner. 
That  they  were  of  value  and  significance  in  aiding  to  bring  about 
a  closer  relationship  of  psychiatry  and  criminal  procedure  was 
due  in  large  measure  to  the  inspiring  genius  of  the  great  man 
to  whose  memory  this  volume  has  been  dedicated  by  his  friends. 

Footnotes 

1.  Section  100- A,  Chapter  123,  General  Laws  (Ter.  Ed.). 
Whenever  a  person  is  indicted  by  a  grand  jury  for  a 
capital  offense  or  whenever  a  person,  who  is  known  to  have 
been  indicted  for  any  other  offense  more  than  once  or  to 
have  been  previously  convicted  of  a  felony,  is  indicted  by  a 
grand  jury  or  bound  over  for  trial  in  the  superior  court,  the 
clerk  of  the  court  in  which  the  indictment  is  returned,  or 
the  clerk  of  the  district  court  or  the  trial  justice,  as  the  case 
may  be,  shall  give  notice  to  the  department  of  mental 
diseases,  and  the  department  shall  cause  such  person  to  be 
examined  with  a  view  to  determine  his  mental  condition 
and  the  existence  of  any  mental  disease  or  defect  which 
would  affect  his  criminal  responsibility.  Whenever  the 
probation  officer  of  such  court  has  in  his  possession  or 
whenever  the  inquiry  which  he  is  required  to  make  by 
section  eighty-five  of  chapter  two  hundred  and  seventy-six 
discloses  facts  which  if  known  to  the  clerk  would  require 
notice  as  aforesaid,  such  probation  officer  shall  forthwith 
communicate  the  same  to  the  clerk  who  shall  thereupon 
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give  such  notice  unless  already  given.  The  department 
shall  file  a  report  of  its  investigation  with  the  clerk  of  the 
court  in  which  the  trial  is  to  be  held,  and  the  report  shall  be 
accessible  to  the  court,  the  probation  officer  thereof,  the 
district  attorney  and  to  the  attorney  for  the  accused.  In 
the  event  of  failure  by  the  clerk  of  a  district  court  or  the 
trial  justice  to  give  notice  to  the  department  as  aforesaid, 
the  same  shall  be  given  by  the  clerk  of  the  superior  court 
after  entry  of  the  case  in  said  court.  Upon  giving  the 
notice  required  by  this  section  the  clerk  of  a  court  or  the 
trial  justice  shall  so  certify  on  the  papers.  The  physician 
making  such  examination  shall,  upon  certification  by  the 
department,  receive  the  same  fees  and  traveling  expenses 
as  provided  in  section  seventy-three  for  the  examination  of 
persons  committed  to  institutions  and  such  fees  and  ex- 
penses shall  be  paid  in  the  same  manner  as  provided  in 
section  seventy-four  for  the  payment  of  commitment 
expenses.  Any  clerk  of  court  or  trial  justice  who  wilfully 
neglects  to  perform  any  duty  imposed  upon  him  by  this 
section  shall  be  punished  by  a  fine  of  not  more  than  fifty 
dollars. 

2.  The  significance  of  the  data  was  estimated  according 
to  a  formula  suggested  by  Professor  Carl  R.  Doering  of  the 
Harvard  School  of  Public  Health: 


Observed 


Expected 
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THE  FIRST  STATE  DIVISION  OF  MENTAL  HYGIENE 
By  Douglas  A.  Thom,  M.D., 

Director ,  Division  of  Mental  Hygiene 

As  we  look  back  in  an  attempt  to  discover  the  source  of  the 
inspiration  which  resulted  in  the  creation  of  the  Division  of 
Mental  Hygiene,  we  find  that  Dr.  L.  Vernon  Briggs*  gives  to 
Dr.  Elmer  E.  Southard  the  credit  for  the  idea.  Dr.  Briggs 
states,  "Perhaps  the  first  suggestion  of  a  special  Division  of 
Mental  Hygiene  came  to  me  from  Dr.  Southard  in  a  letter  which 
he  wrote  me  on  June  13,  1916,  in  regard  to  the  necessity  for  a 
permanent  paid  staff  in  the  out-patient  department  of  the 
Psychopathic  Hospital."  In  the  body  of  this  letter  Dr.  Southard 
states,  "I  have  sometimes  thought  that  one  solution  of  the 
problem  might  be  for  the  State  Board  of  Insanity  to  establish  a 
division  of  mental  hygiene  to  continue  the  work  on  out-patient 
departments  which  the  State  Board  organized.  Experience 
shows,  I  believe,  that  it  is  not  enough  for  the  State  Board  to 
organize  these  extramural  departments,  and  believe  that  the 
State  hospitals  can,  without  addition  to  their  appropriations, 
carry  on  these  departments  with  the  necessary  enthusiasm  and 
increasing  success.' ' 

The  above  reference  is  the  first  that  I  have  been  able  to  find 
relating  to  the  creation  of  a  Division  of  Mental  Hygiene.  It 
may  be  here  stated  that  without  the  untiring  efforts  of  Dr.  Briggs 
in  matters  pertaining  to  the  passage  of  the  legislative  act  which 
authorized  and  eventually  led  to  the  organization  of  the  Division 
of  Mental  Hygiene  and  without  Dr.  George  M.  Kline's  farsighted- 
ness and  keen  perception  of  the  necessity  of  utilizing  every 
weapon  whether  it  emanates  from  the  clinic  or  laboratory  to 
advance  our  knowledge  as  to  the  cause  and  prevention  of  mental 
disease,  Dr.  Southard's  dream  would  not  have  materialized  or 
at  least  it  would  not  have  come  to  pass  in  time  to  give  Massa- 
chusetts the  prestige  and  distinction  of  being  the  first  State  to 
recognize  research  as  an  important  and  essential  part  of  the 
State's  obligations  to  its  citizens.  It  is  indeed  fortunate  that 
this  important  contribution  in  the  field  of  psychiatry  should 
have  been  fostered  by  these  three  outstanding  men  whose  lives 
were  devoted  to  the  care,  treatment,  and  scientific  approach  to 
all  problems  pertaining  to  the  mentally  sick,  each  playing  a 
distinctive  part  in  its  conception,  birth,  and  development.  . 

The  Division  of  Mental  Hygiene  was  established  by  the 
enactment  of  Chapter  519  by  the  Legislature  of  1922,  which  is 


*  "Services  on  Reorganized  Massachusetts  Board  of  Insanity,  1915-1916,"  privately  printed; 
page  226. 


61 


so  comprehensive  and  yet  so  specific  in  defining  the  scope  of  the 
new  Division  that  it  is  well  worth  a  careful  reading.  It  will  be 
noted  that  the  act  was  so  written  that  the  Commissioner  of 
Mental  Diseases  was  empowered  to  delegate  to  the  Director  of 
the  Division  authority  to  investigate  all  matters  having  to  do 
or  affecting  the  mental  health  of  the  citizens  of  the  Common- 
wealth. It  placed  upon  the  Director  of  the  Division  the 
responsibility  for  research  pertaining  to  the  varied  causes  of 
mental  disease,  epilepsy,  and  feeblemindedness  and  also,  it  will 
be  noted,  makes  the  wise  provision  whereby  the  knowledge 
acquired  by  virtue  of  these  researches  shall  be  disseminated  in 
a  manner  that  will  serve  best  the  citizens  of  the  Commonwealth. 
It  will  be  further  noted  that  researches  need  not  necessarily  be 
confined  to  the  biochemical,  physiological,  or  pathological  labora- 
tory, but  that  clinical  investigations  relating  to  social  problems 
and  industrial  conditions  which  might  impair  mental  health 
should  be  included.  It  would  be  difficult  to  conceive  of  an  act 
which  would  have  more  successfully  encompassed  all  the  varied 
factors  leading  to  mental  disease  and  given  authority  for  research 
in  any  field  of  mental  medicine. 

An  Act  Establishing  the  Division  of  Mental  Hygiene 
in  the  Department  of  Mental  Diseases  * 

Section  1.  Chapter  nineteen  of  the  General  Laws  is  hereby 
amended  by  inserting  after  section  four  the  following  new  sec- 
tion :  —  Section  4A.  There  shall  be  in  the  department  a  division 
of  mental  hygiene,  under  the  supervision  of  a  director.  The 
commissioner,  with  the  approval  of  the  governor  and  council, 
may  employ  such  expert  assistance  to  serve  in  said  division  as 
may  be  necessary. 

Section  2.  Chapter  one  hundred  and  twenty-three  of  the 
General  Laws  is  hereby  amended  by  inserting  after  section  three 
the  following  new  section:  Section  3A.  The  department  shall 
take  cognizance  of  all  matters  affecting  the  mental  health  of  the 
citizens  of  the  Commonwealth,  and  shall  make  investigations 
and  inquiries  relative  to  all  causes  and  conditions  that  tend  to 
jeopardize  said  health,  and  the  causes  of  mental  disease,  feeble- 
mindedness and  epilepsy,  and  the  effects  of  employments,  con- 
ditions and  circumstances  on  mental  health,  including  the  effect 
thereon  of  the  use  of  drugs,  liquors  and  stimulants.  It  shall 
collect  and  disseminate  such  information  relating  thereto  as  it 
considers  proper  for  diffusion  among  the  people,  and  shall  define 
what  physical  ailments,  habits  and  conditions  surrounding  em- 
ployment are  to  be  deemed  dangerous  to  mental  health. 

Section  3.    Said  chapter  one  hundred  and  twenty-three  is 


♦"Annual  Report  of  the  Commissioner  of  Mental  Diseases  for  the  year  ending  November 
30,  1922." 
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hereby  further  amended  by  inserting  after  section  thirteen  the 
following  new  section:  —  Section  13A.  Such  of  the  powers  and 
duties|conferred  or  imposed  upon  the  department,  relating  to 
the  cause  andfprevention  of  mental  disease,  feeblemindedness, 
epilepsy  and  other  conditions  of  abnormal  mentality,  as  the 
Commissioner  may  determine  may  be  exercised  and  performed 
by  the  Division  of  Mental  Hygiene.  In  addition  to  said  powers 
and  duties,  said  ^division  shall  institute  inquiries  and  investi- 
gations for  the  purpose  of  ascertaining  the  causes  of  mental 
disease,  including  epilepsy  and  feeblemindedness,  with  a  view  to 
its  prevention.  It  may  also  establish,  foster  and  develop  out- 
patient clinics.    {Approved  June  8,  1922) 

Although  Dr.  Kline's  responsibilities  lay  very  largely  by  force 
of  circumstances  in  the  administrative  field,  his  interests  and  his 
vision  never  became  restricted.  Not  only  was  he  tolerant  toward 
those  activities  which  many  are  prone  to  call  the  mere  fringes  of 
psychiatry,  but  he  was  most  encouraging  and  stimulating  in  pro- 
moting all  that  had  to  do  with  rendering  service  to  the  mentally 
sick  whether  it  be  the  establishment  of  a  cafeteria  or  the  equip- 
ment in  a  biochemical  laboratory;  he  was  an  enthusiastic  sup- 
porter of  occupational  therapy;  a  pioneer  in  the  development  of 
social  service  in  our  State  hospitals;  and  an  ardent  supporter 
and  sponsorer  of  the  so-called  habit  clinics,  the  function  of  which 
was  the  study  of  the  psychology  of  childhood.  With  an  astute 
and  inquiring  mind  and  an  ever  critical,  but  eminently  fair  out- 
look, he  carefully  reviewed  all  proposed  research  investigations 
here  and  there  making  suggestions  of  value.  Dr.  Kline's  natural 
inclinations  were  to  extend  rather  than  to  curtail  expenditures 
for  research.  Time  and  again  in  public  and  private  he  has 
stressed  the  need  of  further  research  investigation  and  expressed 
his  own  desire  to  further  such  a  program.  Never  for  a  moment 
did  Dr.  Kline  entertain  the  idea  that  the  Commissioner's  job 
was  simply  one  of  providing  custodial  care  for  the  mentally  sick. 
He  was  ever  mindful  of  the  importance  of  prevention  and  the 
increasing  incidence  of  mental  disease.  How  well  he  succeeded 
for  the  Commonwealth  of  Massachusetts  is  perhaps  best  indi- 
cated by  the  fact  that  Massachusetts  is  one  of  the  very  few 
states  if  not  the  only  State,  where  the  incidence  of  mental  disease 
during  the  past  two  decades  has  not  been  greater  than  the  increase 
in  population. 

Dr.  Kline,  in  his  presidential  address  before  the  American 
Psychiatric  Association  in  Cincinnati,  Ohio,  presented  in  a  clear, 
concise  way  his  own  broad  outlook  with  reference  to  the  oppor- 
tunities and  obligations  of  a  State  department  in  the  field  of 
research  and  prevention  as  related  to  mental  disease.    "It  is  not 
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very  many  years  ago,"  Dr.  Kline  stated,*  "that  the  mental 
hospital  was  concerned  only  with  the  care  and  treatment  of  the 
patient  in  the  hospital.  The  past  decade,  however,  has  witnessed 
a  remarkable  extension  of  the  sphere  of  psychiatry  beyond  the 
walls  of  the  mental  hospital.  The  mental  hygiene  movement, 
with  its  stress  upon  the  education  of  the  public  in  the  possi- 
bilities of  psychiatry,  has  done  much  to  promote  this  extension. 
In  this  field  a  state  hospital  system  has  a  great  opportunity  to 
be  of  real  service,  and  it  is  with  reference  to  some  of  these  activi- 
ties in  which  a  state  department  may  well  function  that  I  wish 
to  speak  briefly.  I  speak  of  these  possibilities  because  I  believe 
that  at  the  present  time  and  probably  for  a  long  period  in  the 
future,  once  pioneering  has  demonstrated  the  soundness  of 
activity,  a  state  department  is  best  fitted  to  render  service.  It 
is  only  within  a  few  years  and  after  no  little  effort  that  it  has 
been  possible  to  convince  the  Legislature  of  Massachusetts  that 
with  the  expenditure  of  several  millions  of  dollars  a  year  for  the 
care  of  the  mentally  sick  in  State  hospitals,  funds  should  be 
appropriated  for  preventive  work  by  a  department  best  equipped 
with  personnel  to  carry  on  the  work.  Provision  was  accordingly 
made  for  the  establishment  of  a  Division  of  Mental  Hygiene. 
This  was  the  first  State  to  recognize  officially  the  importance  of 
mental  hygiene.  In  this  Division  of  Mental  Hygiene  are  lodged 
all  the  activities  which  are  primarily  concerned  with  the  preven- 
tion of  mental  disease.  In  addition  to  well-defined  research 
problems  carried  on  in  the  laboratories  throughout  the  State 
and  under  the  direction  of  recognized  leaders  in  particular  fields, 
clinics  have  been  organized  and  developed  throughout  the  State 
which  are  associated  with  general  hospitals." 

Dr.  Kline  not  only  had  that  rare  ability  which  permitted  him 
to  fill  each  position  with  a  man  whose  training  and  personality 
were  most  likely  to  bring  success  to  that  particular  job,  but  he 
also  had  the  gift  of  making  his  associates  feel  that  they  were 
capable  of  successfully  carrying  out  the  responsibilities  to  which 
they  were  assigned.  He  was  most  generous  in  distributing 
credit  and  giving  praise  for  a  task  well  done.  It  is  therefore 
not  difficult  to  understand  why  Dr.  Kline  was  invariably  able  to 
surround  himself  and  work  harmoniously  with  outstanding  men 
in  the  field  of  medicine. 

No  comprehensive  review  of  the  activities  of  the  Division  of 
Mental  Hygiene  can  be  made  at  this  time.  The  activities,  how- 
ever, have  all  had  for  their  objective  some  fundamental  con- 
tribution which  would  help  us  to  better  understand  the  under- 
lying causes,  both  inherent  and  acquired,  which  contribute  to 


♦  Presidential  Address  —  American  Journal  of  Psychiatry  —  July,  1927  —  Vol.  VII,  No.  1. 


64 


poor  mental  health.  Dr.  Kline's  interest  and  active  support 
made  possible  the  organization  of  the  first  State-wide  clinical 
service  not  only  for  adolescents  and  adults,  but  the  pre-school 
child,  a  piece  of  pioneer  work  which  has  received  both  national 
and  international  recognition  and  it  may  be  said  there  is  no 
state  in  the  Union  today  which  has  so  adequately  and  com- 
pletely, met  the  clinical  needs  of  its  citizens  with  reference  to 
Mental  Hygiene  Clinics  as  has  Massachusetts. 

Dr.  Abraham  Myerson's  physiological  researches  carried  out 
with  the  research  group  at  the  Boston  State  Hospital  has  also 
opened  up  a  whole  new  field  of  investigation.  Up  until  com- 
paratively recently  little  or  nothing  was  known  of  the  chemical 
or  physiological  alterations  taking  place  within  the  body  in 
general  and  the  brain  in  particular  in  the  mentally  sick  patient. 
Dr.  Myerson's  work  in  the  field  of  eugenics,  which  was  carried 
out  in  collaboration  with  the  Division  of  Mental  Hygiene,  has 
also  been  a  real  contribution  to  a  better  understanding  and  a 
more  intelligent  evaluation  of  the  whole  problem  of  heredity. 
Numerous  other  investigations  carried  out  under  Dr.  Myerson's 
direction  have  been  published. 

Dr.  Harry  C.  Solomon  has  continued  in  his  characteristic 
diligent,  painstaking  way  the  investigation  of  the  whole  subject 
of  neurosyphilis.  His  laboratory  researches  have  been  supple- 
mented by  his  clinical  studies  and  the  most  modern  methods  of 
therapy  some  of  which  originated  with  Dr.  Solomon  and  his 
group  of  workers  have  been  carried  out  under  his  direction. 

Dementia  praecox  and  epilepsy  have  also  been  subjects  of 
interest  to  Dr.  Solomon,  particularly  the  effect  of  various  drugs 
on  catatonic  stupors. 

Drs.  Myrtelle  M.  Canavan  and  Oscar  J.  Raeder  collaborated 
on  an  interesting  piece  of  work  relative  to  the  pathology  of 
mental  deficiency. 

The  Director  of  the  Division  has  been  primarily  interested  in 
the  causative  factors  of  infantile  convulsions  and  the  relation 
between  infantile  convulsions  and  the  chronic  disorder  in  later 
life  called  epilepsy.  Several  papers  have  been  published  and 
read  on  this  subject.  He  has  also  been  concerned  with  the 
varied  inherent  and  environmental  factors  leading  to  personality 
disorders  in  children  and  which  undoubtedly  contribute  gener- 
ously to  the  psychoneurotic  and  delinquent  groups  in  adolescence 
and  adult  life. 

At  the  Worcester  State  Hospital,  a  very  extensive  research 
project  on  dementia  praecox  was  initiated  about  six  years  ago. 
In  speaking  of  this  particular  piece  of  work,  Dr.  William  A. 
Bryan,  Superintendent  of  the  Worcester  State  Hospital,  writes 
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me  under  the  date  of  August  9,  1933,  as  follows:  "Dr.  Kline 
was  very  sympathetic  to  the  program  and  gave  every  assistance 
and  encouragement  to  us.  Approximately  a  year  after  this 
(referring  to  the  beginning  of  the  research  work),  the  Neuro- 
Endocrine  Foundation  was  established  by  Mrs.  Stanley  McCor- 
mack  and  Dr.  R.  G.  Hoskins  was  appointed  Director  of  the 
Foundation.  Dr.  Hoskins  was  looking  about  for  a  hospital  that 
was  receptive  to  this  type  of  work.  .  .  .  Dr.  Kline  evinced 
every  interest  in  this  proposition  and  in  a  discussion  with  Dr. 
Hoskins  made  it  very  plain  that  the  resources  of  the  State  were 
at  his  disposal.  It  only  remained  for  him  to  pick  the  place 
where  he  wished  to  carry  on  the  work.  Dr.  Kline  went  so  far 
as  to  state  that  it  would  be  the  policy  of  the  department  to  give 
every  assistance  to  a  project  of  this  kind  even  to  the  extent  of 
transferring  patients  from  other  hospitals  to  the  one  selected 
for  the  purpose  of  carrying  on  the  research  program.  .  .  . 
Worcester  was  finally  selected."  The  above  is  quoted  as  an 
indication  of  Dr.  Kline's  breadth  of  vision  and  his  willingness 
to  co-operate  with  any  Foundation  or  individual  whom  he  felt 
had  something  that  might  possibly  contribute  to  the  welfare  of 
the  mentally  sick. 

Dr.  Kline  was  ever  aware  of  the  fact  that  the  high  standards 
which  he  insisted  be  maintained  in  the  State  hospital  service 
could  only  be  attained  if  the  personnel  who  made  up  the  medical 
staffs  of  these  various  institutions  under  his  supervision  were 
men  and  women  of  ability  who  had  been  adequately  trained 
and  with  this  idea  in  mind,  he  never  lost  an  opportunity  to 
build  up  a  co-operative  relationship  with  Foundations,  educa- 
tional institutions,  and  individuals  who  gave  promise  of  being 
interested  in  psychiatry  and  advancing  the  cause  of  mental 
medicine.  It  was  with  this  thought  in  mind  that  he  encouraged 
the  Director  of  the  Division  of  Mental  Hygiene,  the  superin- 
tendents of  the  State  hospitals,  and  those  in  charge  of  the  various 
clinics  throughout  the  State  to  co-operate  with  the  New  England 
Medical  Center  and  Tufts  Medical  School  in  the  training  of 
their  students  in  the  field  of  psychiatry.  It  was  a  new  venture 
in  the  training  of  the  medical  student  when  Dr.  A.  Warren 
Stearns,  Dean  of  Tufts  Medical  School,  with  Dr.  Kline's  approval 
and  co-operation,  required  every  fourth-year  medical  student  to 
spend  a  month  in  one  of  the  State  hospitals.  The  benefits  result- 
ing from  this  mutual  effort  between  the  State  hospital  and  the 
medical  school  to  promote  interest  in  psychiatry  were  obvious. 
First  it  stimulated  interest  in  the  medical  student  in  this  par- 
ticular field  of  medicine  and  it  gave  him  a  new  outlook,  thinking 
in  terms  of  the  individual  rather  than  the  disease  and  has 
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resulted  in  more  high-grade  men  taking  up  psychiatry  as  their 
particular  specialty.  Secondly,  by  turning  the  State  hospital 
into  a  teaching  center,  it  added  interest  and  enthusiasm  to  the 
medical  staff  and  quite  naturally  tended  to  produce  higher 
medical  standards. 

Although  the  foregoing  represents  but  a  cross-section  of  the 
varied  interests  and  activities  of  a  Division  of  Mental  Hygiene, 
it  is  indicative  of  the  practical  value  and  the  possibilities  held 
by  such  a  research  division  in  its  relation  to  a  State  department 
responsible  for  the  care  of  a  large  portion  of  all  its  citizens  who 
are  sufficiently  ill  to  need  hospital  care.  Dr.  Kline's  conception 
of  the  responsibility  of  the  Department  of  Mental  Diseases  to 
the  Commonwealth  of  Massachusetts  did  not  stop  with  provid- 
ing adequate  medical  care.  His  greatest  contributions  to  the 
field  of  psychiatry  began  where  the  vision  and  interests  of  many 
other  administrators  ended.  He  was  untiring  in  his  efforts  to 
find  ways  and  means  for  preserving  mental  health  and  to  pro- 
vide the  Commonwealth  of  Massachusetts  with  the  same  high- 
grade  medical  service  for  those  suffering  from  mental  illness  in 
its  incipient  stage,  as  is  provided  for  those  afflicted  with  physical 
disease.  He  was  equally  zealous  in  promoting  research  that 
might  eventually  reveal  the  cause  or  causes  of  mental  disease. 
The  esteem  in  which  Dr.  Kline  was  held  throughout  the  country 
and  the  recognition  which  he  received  from  abroad  bear  witness 
to  the  fact  that  he  succeeded  well  in  his  psychiatric  and  humani- 
tarian efforts. 
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THE  METROPOLITAN  STATE  HOSPITAL  —  FOUND- 
ING AND  DEVELOPMENT 

By  Roy  D.  Halloran,  M.D., 

Superintendent,  Metropolitan  State  Hospital 

If  there  was  one  project  to  which  Dr.  Kline  devoted  more  of 
his  wide  experience  and  whole-hearted  energy  during  his  long 
career  as  Commissioner  of  Mental  Diseases,  it  was  the  Metro- 
politan State  Hospital,  under  construction  at  Waltham, 
Massachusetts.  Even  before  he  took  office  in  1916,  the  need 
for  a  new  mental  hospital,  to  serve  the  metropolitan  area,  had 
been  strongly  indicated  and  steps  had  already  been  taken  in 
that  direction  by  the  initial  purchase  of  land.  In  order  that 
the  tremendous  task  in  construction  and  development  con- 
fronting Dr.  Kline  may  be  more  clearly  understood,  it  would 
seem  logical  to  review  the  beginnings  of  this  project,  in  which 
he  was  destined  to  play  such  an  important  role. 

Early  History 

As  early  as  1908  the  State  Board  of  Insanity,  predecessor  of 
the  present  Department  of  Mental  Diseases,  in  response  to  a 
Legislative  resolve,  provoked  by  the  over-crowding  of  mental 
institutions  in  Massachusetts,  recommended  an  institution  of  at 
least  2,000  patients  for  the  metropolitan  area,  since  the  State 
had  no  hospital  in  that  district.  However,  in  the  same  year, 
the  Boston  Insane  Hospital,  owned  by  the  City  of  Boston,  was 
acquired  by  the  State  and  was  renamed  the  Boston  State  Hos- 
pital; this  hospital,  however,  was  able  then,  as  now,  to  care  for 
only  a  limited  number  of  admissions  from  Boston  alone.  No 
further  steps  were  taken  at  that  time  toward  building  a  hospital 
for  the  large  commitment  area  in  the  immediate  vicinity  of 
Boston.  In  1911,  Dr.  Adolf  Meyer  of  Baltimore,  who  made  a 
study  of  state  hospitals  in  Massachusetts,  at  the  request  of 
Governor  Foss,  included  among  others  a  recommendation  that 
the  metropolitan  district  needed  more  hospitals.  As  a  result  of 
the  profound  interest  and  untiring  activities  of  Dr.  L.  Vernon 
Briggs  of  Boston,  then  a  member  of  the  Board  of  Insanity,  the 
Legislature  in  1912  passed  a  resolve  for  an  investigation  as  to 
the  needs  of  the  insane  in  the  metropolitan  district.  Dr.  Briggs 
may  be  justly  regarded  as  the  originator  of  the  Metropolitan 
State  Hospital  as  a  definite  project;  he  has  contributed  many 
valuable  historical  facts  to  the  author  in  the  preparation  of  this 
review.  The  Board  of  Insanity  reported  in  1913  substantially 
that  conditions  demanded  the  establishment  of  a  second  metro- 
politan institution  and  that  it  was  necessary  to  send  patients 
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from  this  district  to  other  hospitals,  at  such  a  great  distance 
that  relatives  and  friends  found  visiting  very  difficult.  The 
Board  proposed  an  appropriation  of  $100,000,  for  the  purchase 
of  land  on  which  to  build  a  new  hospital.  Finally  in  1914  this 
amount  was  appropriated  by  the  Legislature  and  steps  were 
taken  toward  selecting  a  suitable  site  in  the  towns  of  Waltham, 
Belmont  and  Lexington,  on  lands  close  to  the  McLean  Hospital 
for  private  mental  patients,  and  a  State  school  for  the  feeble- 
minded, now  known  as  the  Walter  E.  Fernald  State  School. 
This  section  is  within  easy  reach  of  surface  cars  from  Boston 
and  is  on  the  edge  of  a  rapidly  growing  metropolitan  population. 
It  is  of  interest  to  note  that  Boston  and  the  surrounding  cities 
and  towns  comprise  about  50  per  cent  of  the  commitment  area 
of  the  State,  with  only  one  large  hospital,  the  Boston  State, 
available  for  service.  The  demands  for  admission  are  such  that 
this  hospital  can  accommodate  at  present  only  those  having 
twelve  years  consecutive  residence  in  Boston.  It  can  admit 
only  60  per  cent  of  the  applications  from  the  City  of  Boston. 

The  site  is  of  historical  value,  for  a  part  of  it  lies  on  the  former 
estate  of  General  Nathaniel  Bridges,  a  contemporary  and  close 
friend  of  George  Washington,  who  is  said  to  have  visited  there. 
Dr.  Kline  was  asked  by  a  local  patriotic  organization  to  post 
this  fact  on  the  scenic  spot  where  stood  the  original  colonial 
residence,  removed  for  the  building  of  the  superintendent's  house. 

The  Board  of  Insanity  was  authorized  in  January,  1915,  to 
purchase  281  acres  of  land  in  Waltham,  Belmont  and  Lexington. 
The  cost  was  $68,500,  which  was  about  $30,000  below  the  orig- 
inal estimate.  In  spite  of  vigorous  efforts  by  Dr.  Briggs  and 
others  to  obtain  a  million  dollar  appropriation  for  hospital  con- 
struction, only  $15,000,  in  addition  to  the  unexpended  balance 
after  purchase  of  lands,  was  appropriated  in  May,  1915,  for 
plans  and  preliminary  studies. 

A  group  of  hospital  superintendents  in  Massachusetts  formed 
an  advisory  committee  on  construction,  and  with  its  help  plans 
were  made  for  a  hospital  of  1,900  beds,  composed  of  a  number 
of  small  separate  units,  one  and  two  stories  in  height,  and  dis- 
tributed on  the  grounds  so  as  to  provide  the  best  hygienic  con- 
ditions. It  was  pointed  out  that  the  additional  provisions  thus 
made  for  the  mentally  ill  would  permit  patients  to  be  returned 
to  the  vicinity  of  relatives  and  friends  and  would  relieve  the 
marked  over-crowding  in  outlying  hospitals.  In  1916  other  bills, 
providing  for  one  million  dollars  for  hospital  construction,  failed 
to  pass  the  Legislature.  Shortly  after  Dr.  Kline's  appointment 
as  Commissioner  in  1916,  the  World  War  intervened,  and  further 
progress  was  delayed  for  many  years. 
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Construction 

The  second  period  of  forward  movement,  or  the  period  of  con- 
struction, organization  and  occupation,  came  directly  under  the 
influence  of  Dr.  Kline,  at  a  time  when  his  experience  in  the 
Department  of  Mental  Diseases  and  in  the  development  of  the 
various  institutions  under  his  care  was  ripened.  Dr.  Kline  had 
included,  as  part  of  a  ten  year  program,  the  development  of  a 
new  metropolitan  hospital,  pointing  out  that  in  Boston  alone 
40  per  cent  of  applicants  had  to  be  sent  to  outlying  hospitals. 
In  1925  he  stated  that  the  over-crowding  in  institutions  under 
the  Department  of  Mental  Diseases  was  approximately  14  per 
cent  and  the  yearly  cost  of  maintenance  about  20  per  cent  of 
all  State  expenditures.  Again,  with  the  active  support  of  Dr. 
Briggs,  whose  interest  had  never  lagged,  and  after  many  dis- 
appointments during  the  years  of  1922  through  1926,  a  bill  was 
presented  to  the  Legislature  of  the  latter  year,  asking  that  the 
Department  of  Mental  Diseases  be  directed  to  construct  a  State 
hospital  in  Waltham,  not  to  exceed  2,000  patients.  The  cost  at 
that  time  was  estimated  by  Dr.  Kline  to  be  not  less  than  $2,500 
to  $3,000  per  bed,  so  that  a  2,000  bed  hospital  would  cost  be- 
tween five  and  six  million  dollars.  This  was  in  striking  contrast 
to  the  original  estimate  of  one  million  dollars  for  completed  con- 
struction. The  bill  was  finally  amended  by  a  resolve  for  an 
investigation  by  the  Department  of  Mental  Diseases  concerning 
the  need  for  additional  hospital  accommodations  for  patients  in 
the  care  of  the  Department  of  Mental  Diseases,  with  particular 
reference  to  those  admitted  from  the  metropolitan  district.  This 
resolve,  among  many  other  related  requests,  asked  that  the 
Department  consider  the  suitability  of  land  owned  by  the  Com- 
monwealth in  Waltham  for  a  new  institution,  what  additional 
land  would  be  needed,  what  revision  should  be  made  of  the 
building  plans  heretofore  prepared,  and  the  preliminary  cost  of 
developing  at  Waltham  a  hospital  with  an  initial  capacity  of 
1,000  beds  or  an  ultimate  capacity  of  not  less  than  2,000  beds. 
The  Department  was  also  asked  to  furnish  statistics  showing 
the  annual  increase  in  patients  and  to  forecast  future  probable 
growth.  An  authorization  for  the  expenditure  of  $1,000  for  this 
purpose  was  made.  Dr.  Kline  then  submitted  in  his  annual 
report  of  1926  many  facts  covering  the  request  in  this  resolve, 
among  which  was  a  statement  that  the  Department  was  strongly 
of  the  opinion  that  State  hospitals  caring  for  mental  patients 
should  not  exceed  a  capacity  of  2,000.  In  relation  to  the  ques- 
tion of  a  new  metropolitan  hospital,  he  stated  that  the  State 
Board  of  Insanity  in  1908  had  pointed  out  that  the  needs  of 
this  district  should  take  precedence  over  the  needs  of  all  others 
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because  of  its  deficiency  in  provision  not  only  for  acute  but 
also  prolonged-treatment  cases.  The  purchase  of  additional 
land  at  the  site  in  Waltham  was  recommended,  and  the  Depart- 
ment expressed  the  belief  that  the  old  plans  for  which  a  special 
appropriation  was  authorized  in  1915  should  be  re-studied. 
These  plans  had  included  a  large  number  of  buildings  to  be 
spread  over  a  considerable  tract  of  land  and  in  many  instances 
consisted  of  one-story  buildings.  Dr.  Kline  stated  that  experi- 
ence had  shown  that  buildings  of  two  and  three  stories  were 
more  economical  of  construction,  maintenance  and  administra- 
tion. He  recommended  as  a  water  supply  the  new  Metropolitan 
main  with  a  large  standpipe  to  serve  the  new  hospital  and  the 
neighboring  State  school  for  the  feebleminded.  It  was  estimated 
that  a  new  hospital  for  1,000  beds  at  that  time  would  cost  be- 
tween two  and  a  half  and  three  million  dollars.  The  addition 
of  new  beds  in  this  manner  would  eventually  enable  other  hos- 
pitals to  provide  for  residents  of  their  own  districts. 

The  Legislature  of  1927,  following  Dr.  Kline's  report  and  with 
the  approval  of  Governor  Alvan  T.  Fuller,  who  had  previously 
recognized  the  need,  approved  $1,500,000  for  the  establishment 
of  a  new  hospital  in  the  metropolitan  district,  including  the 
purchase  of  additional  land.  Provisions  were  made  for  plans, 
construction,  sewerage  and  water  supply. 

The  plans,  as  finally  evolved  by  Dr.  Kline,  after  extensive 
study  of  hospital  construction  in  other  parts  of  the  country  and 
in  consideration  of  suggestions  by  authorities  of  wide  experience, 
called  for  the  erection  of  various  buildings,  located  on  suitable 
sites  at  some  distance  from  the  main  highway.  The  buildings, 
as  shown  on  the  accompanying  diagram,  No.  1,  were  frequently 
described  by  Dr.  Kline  as  arranged  on  two  longitudinal  axes, 
one  representing  housing  facilities  for  employees  and  the  other 
representing  patients'  buildings,  with  division  of  sexes,  a  horizon- 
tal axis  representing  the  division  between  the  acute  and  con- 
tinued treatment  patient  classes,  with  a  medical  and  surgical 
building  occupying  a  mid-position  in  order  to  serve  the  entire 
hospital  readily.  There  is  shown  on  the  first  longitudinal  axis 
an  administration  building,  nurses'  home  of  125  beds,  male 
attendants'  home,  of  approximately  100  beds,  home  for  50  mar- 
ried couples,  and  an  assembly  building.  On  a  parallel  axis  is 
shown  a  series  of  eight  three-story  buildings  for  the  so-called 
continued  treatment  patients,  arranged  in  radial  fashion  about 
a  rectangular  courtyard,  with  a  service  building  occupying  one 
end.  The  diagram  also  shows  a  medical  and  surgical  building, 
with  wings  for  the  infirmary  and  tubercular,  and  an  acute  treat- 
ment building  in  close  proximity.    Tentative  plans  indicated 
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buildings  for  disturbed  patients,  although  these  were  not  defin- 
itely located.  A  laundry  building,  shop  building,  heating  plant, 
farm  group,  garage,  and  houses  for  officers  completed  the  initial 
plans  for  the  hospital.  From  the  diagram  it  may  be  readily 
seen  that  the  buildings  were  to  be  related  without  sacrificing 
the  advantages  of  separate  units.  Administration  and  super- 
vision of  patients  were  to  be  made  thus  more  simple  and  econom- 
ical. Tunnels  were  to  connect  all  buildings,  except  the  officers' 
houses.  This  would  facilitate  without  loss  of  supervision  the 
movement  of  patients  from  building  to  building  and  house  all 
service  lines,  such  as  electricity,  heat,  water  and  telephone,  so 
that  repairs  could  be  made  without  great  expense.  Due  regard 
was  given  to  cost  of  construction  by  the  use  of  plain  red  brick 
buildings  of  early  American  colonial  type.  Fireproof  material 
was  specified  throughout.  The  water  supply  was  to  be  taken 
from  the  metropolitan  district  system,  in  conjunction  with  the 
supply  to  the  neighboring  Walter  E.  Fernald  State  School.  It 
is  of  interest  to  note  an  article  by  Dr.  Kline  in  an  issue  of  the 
monthly  bulletin  of  the  Massachusetts  Society  of  Mental  Hy- 
giene (April,  1928).  He  stated  substantially  that  for  many 
years  hospital  construction  had  been  based  more  or  less  on  rule 
of  thumb.  In  the  case  of  the  new  Metropolitan,  it  was  thought 
best  to  secure  data  which  would  make  possible  construction 
based  on  actual  needs  of  patients  and  needs  of  the  community, 
which  the  new  hospital  was  to  serve.  A  survey  was  made  of 
all  patients  in  the  fifteen  institutions  under  the  Department  of 
Mental  Diseases,  grouping  such  information  as  to  permit  the 
proper  planning  of  hospital  facilities  for  admission.  He  stated 
that  the  Metropolitan  was  really  the  first  as  far  as  the  Depart- 
ment was  aware  to  be  built  in  accordance  with  ascertained  needs 
of  patients  and  needs  of  the  community  for  the  care  of  the 
mentally  ill. 

Construction  was  actually  begun,  with  the  breaking  of  ground 
for  the  Administration  Building  on  December  27,  1927.  In 
1928  an  appropriation  of  $1,500,000,  for  further  development  of 
the  hospital,  was  made  by  the  Legislature.  On  October  17, 
1928,  Governor  Alvan  T.  Fuller  officiated  at  the  exercises  for 
the  laying  of  the  corner  stone  of  the  Administration  Building. 
With  this  beginning,  construction  has  progressed  continuously. 
The  Administration  Building  was  designed  entirely  for  admin- 
istrative purposes,  diagram  No.  2,  and  was  the  only  one  in 
which  some  architectural  embellishments  were  permitted.  This 
is  the  building  nearest  the  main  entrance.  It  is  of  impressive 
colonial  style,  and  is  surmounted  by  a  lantern  tower.  Tall, 
imposing  pillars  under  a  pediment  flank  the  front  entrance.  It 
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has  three  floors,  the  first  of  which  is  partly  below  ground,  con- 
taining the  offices  of  the  steward,  treasurer,  heads  of  maintenance 
departments,  and  storage  vaults.  As  shown  in  diagram  No.  2, 
the  second  floor  has  a  central  lobby  with  information  desk,  and 
contains  the  office  of  the  superintendent,  trustees'  room,  and 
offices  of  the  staff  physicians.  On  the  third  floor  are  located 
the  medical  library,  offices  of  various  other  department  heads, 
clerical  force,  and  record  room.    In  the  buildings  which  follow, 
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the  structure,  the  purpose,  and  any  advantages  which  appealed 
to  Dr.  Kline  will  be  briefly  described. 

The  nurses'  home  of  125  rooms  and  8  suites  is  three  stories  in 
height,  as  indicated  in  the  typical  floor  plan,  diagram  No.  3, 
which  is  sufficiently  explanatory. 
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A  laundry  building  was  constructed,  consisting  of  a  ground 
floor,  divided  into  large  washrooms,  finish  room,  and  small  room 
for  storing  finished  work  and  stock.  This  is  equipped  with 
modern  machinery  to  take  care  of  this  hospital  and  the  one- 
hundred  bed  Psychopathic  Hospital  in  Boston.  Below  the 
laundry  is  a  basement,  which  is  above  ground  only  in  the  rear, 
as  the  building  is  located  on  the  side  of  a  hill.  This  is  used  for 
storage  of  maintenance  material  and  temporary  work  shop  for 
carpenters,  painters,  mason,  plumber  and  electricians. 

A  service  building,  previously  referred  to  in  the  plans,  was 
completed.    Everything  relating  to  the  reception,  storage  and 
distribution  of  food  and  materials  is  housed  in  this  building. 
On  the  first  floor,  which  is  partly  below  ground,  are  located  the 
receiving  rooms  for  food  and  other  supplies,  butcher  shop,  gro- 
cery store,  rooms  for  food  storage  and  refrigerators.    On  the 
second  or  ground  floor  is  located  a  large  storeroom  for  dry  goods, 
dishwashing  rooms,  vegetable  preparation  rooms  and  spaces 
which  are  temporarily  used  for  sewing  and  industrial  rooms. 
The  third  floor  is  occupied  from  the  front  to  the  rear,  which 
faces  on  the  courtyard,  by  an  employees'  cafeteria,  a  large 
kitchen  with  adjoining  diet  kitchen,  pastry  room,  bread  storage 
space,  pan  washing  room  and  refrigerators;  and  by  a  large 
cafeteria  for  patients,  which  seats  about  400,  both  men  and 
women.    (See  diagram  No.  4.)    The  cafeteria,  which  is  one  of 
the  special  features  of  construction  in  this  section  of  the  hospital, 
is  extremely  spacious  and  has  a  high  vaulted  pitched  roof  in  the 
mid  section.    It  is  amply  lighted  by  a  series  of  vertical  pilot 
windows  just  below  the  roof,  which  is  equipped  with  sound- 
absorbing  tiles.    Two  rows  of  large  pillars  support  the  central 
section.    The  side  aisle  sections,  which  are  flat  roofed  and  less 
lofty,  are  also  provided  with  sound  proofing.    Along  the  wall, 
nearest  the  kitchen,  are  located  two  service  counters,  one  for 
male  patients  and  the  other  for  female.    These  are  connected 
in  the  rear  with  the  kitchen,  through  which  food  service  is 
supplied  to  the  counters.    On  each  end  of  the  cafeteria  are 
balconies,  which  may  be  used  for  entertainers  and  for  observa- 
tion.   The  employees'  cafeteria,  on  the  opposite  end  of  the 
kitchen,  is  somewhat  smaller  and  has  an  arched  ceiling  equipped 
with  sound  proofing.    The  service  counter  in  this  room  also 
connects  with  the  kitchen.    The  latter,  which  is  modern  in 
every  detail,  has  a  large  smoke  hood  running  almost  the  entire 
length,  through  which  steam  and  odors  are  drawn  off  through 
the  roof. 

As  the  cafeteria  system  of  food  service  was  provided  for  in 
the  structure  of  the  Continued  Treatment  Group,  a  brief  de- 
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scription  of  its  operation  may  be  appropriate.  At  meals  male 
and  female  patients  enter  the  opposite  ends  of  the  cafeteria, 
ward  by  ward  and  floor  by  floor,  in  continuous  succession,  using 
where  necessary  the  front  stairway  to  reach  the  cafeteria  level. 
The  entrance  of  patients  is  suitably  timed  so  that  the  cafeteria 
is  filled  as  fast  as  it  empties,  without  hurry.  The  patients  are 
inspected  before  leaving  the  wards  so  that  they  are  properly 
clean  and  dressed  and  carry  no  personal  property  which  will 
prevent  the  use  of  trays.  They  pass  between  a  counter  and  rail 
from  the  ends  toward  the  center  on  one  side  of  the  cafeteria  — 
the  men  on  one  end  and  the  women  on  the  other.  The  bill  of 
fare,  which  provides  for  selection,  is  posted  in  a  conspicuous 
place  along  the  route,  where  those  who  are  interested  may  make 
choices.  The  patients  take  a  tray  containing  utensils  wrapped 
in  a  napkin  and  receive  the  various  portions  of  the  meal,  each 
served  by  a  different  individual  behind  the  counter,  whose  spe- 
cial function  is  to  see  that  the  proper  amounts  are  given.  The 
service  is  similar  to  that  of  commercial  cafeterias.  A  water 
fountain  with  two  sides,  equipped  with  glass  racks,  is  located 
between  the  male  and  female  counters,  so  that  the  patients 
passing  on  both  sides  to  the  tables  may  help  themselves.  About 
ten  patients  and  one  supervising  employee  are  required  to  serve 
at  each  counter.  It  has  been  the  experience  at  this  hospital  that 
the  best  service  is  provided  by  the  female  patients  in  these  posi- 
tions. The  table  sections  of  the  cafeteria  for  men  and  women 
are  separated  only  by  a  center  aisle.  Suitable  supervision  by 
nurses  is  arranged  throughout  the  cafeteria  and  particularly  along 
the  service  counter  to  insure  a  proper  amount  of  food  for  each 
patient.  It  is  remarkable,  however,  that  after  several  meals, 
most  patients  learn  to  serve  themselves  adequately.  The  pa- 
tients are  permitted  to  sit  with  others  of  their  own  selection, 
each  table  seating  six.  Patients  desiring  more  food  may  return 
to  the  counter.  At  the  end  of  the  meal  the  patient  takes  his 
tray  to  a  tray  truck  at  the  end  of  the  dining  room  near  the 
entrance  where  it  is  loaded  and  the  full  trucks  are  lowered  to  the 
dishwashing  room  on  the  floor  below  by  elevator.  The  patient 
then  returns  to  the  wards  through  an  incline  to  the  basement 
level  and  up  the  stairways  to  the  individual  buildings  and  wards. 
This  method  provides  for  an  uninterrupted  service  without  con- 
flict between  those  entering  and  leaving  the  cafeteria.  It  has 
been  found  here  that  the  feeding  of  approximately  1,500  patients 
requires  a  little  more  than  an  hour,  the  women  moving  more 
slowly  than  the  men.  Each  patient  after  a  certain  preliminary 
experience  is  able  to  satisfy  his  individual  tastes  and  appetite 
with  a  minimum  of  waste,  which  is  carefully  checked  after  each 
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meal.  A  weight  chart  is  kept  on  each  patient  and  this  aids  the 
nurse  in  giving  special  supervision  to  those  who  are  not  eating 
properly  and  are  losing  weight.  Even  some  of  the  mildly  dis- 
turbed patients  in  actual  practice  find  no  difficulty  with  this 
system  and  large  numbers  of  new  patients  received  by  transfer 
from  other  hospitals,  without  previous  experience  of  this  kind, 
have  learned  cafeteria  service  within  a  few  meals.  The  pro- 
cedure has  a  definite  economic  advantage,  inasmuch  as  there 
are  only  three  or  four  employees  who  devote  their  full  time  to 
dining  room  service.  A  certain  modern  touch  is  given  to  the 
dining  room  by  the  hospital  orchestra,  which  plays  on  one  of  the 
balconies. 

On  either  side  of  the  service  building  and  forming  three  sides 
of  a  courtyard,  eight  three-story  buildings  for  continued  treat- 
ment patients  were  constructed.    Each  of  the  twenty-four  treat- 
ment wards  thus  formed  was  to  provide  originally  for  fifty-two 
patients  and  was  equipped  with  day-halls,  verandas,  single 
rooms  and  dormitories,  with  only  the  day-halls  connected.  It 
was  conceived  that  all  patients  of  this  group  would  utilize  the 
connected  day-halls  and  basements  to  go  to  and  from  the 
cafeteria,  without  loss  of  supervision.    The  enclosed  courtyard 
was  thought  to  be  advantageous  for  recreational  purposes  and 
proper  oversight  of  large  groups,  with  a  comparatively  small 
personnel.    The  radial  arrangement  of  buildings  also  provides 
well  ventilated  sleeping  quarters  on  the  outer  ends.    The  base- 
ments of  these  buildings,  which  are  above  ground,  are  largely 
used  for  storage,  occupational  therapy  and  hospital  industries. 
Within  these  buildings,  which  are  plain  in  structure,  no  plaster 
is  used.    The  inside  walls  are  of  smooth-faced  brick,  painted  in 
soft  colors.    Sound-proofing  material  is  used  on  all  ceilings. 
Bars  have  been  avoided  by  the  use  of  the  French  type  of  window 
with  steel  frames  and  controlled  openings.    In  addition,  there 
are  several  single  rooms  which  have  double  doors,  for  mildly 
disturbed  patients.    There  are  twelve  and  twenty-two  bed  dor- 
mitories in  the  middle  and  rear  sections  of  each  ward.    A  typical 
ward  for  fifty-two  patients  is  shown  in  diagram  No.  5.  Heating 
is  by  direct  radiation  in  day-halls  and  by  indirect  elsewhere. 
A  proper  entrance  to  the  courtyard,  for  fire  apparatus  and  repair 
purposes,  is  provided  under  the  section  between  male  and  female 
wards.    This  series  of  adjoining  buildings  was  designed  to  ac- 
commodate 1,248  patients.    The  main  entrance  to  the  entire 
continued  treatment  group,  for  visiting  purposes,  is  provided 
with  an  usher's  office,  located  between  the  female  wards  and  the 
cafeteria,  on  the  ground  level.    It  is  provided  with  a  waiting 
room  and  information  desk,  where  admission  may  be  properly 
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controlled,  the  visitor  passing  through  this  office  into  the  court- 
yard within  the  continued  treatment  group  and  thence  to  the 
proper  building,  through  entrances  located  between  every  other 
building.  A  master  station  in  the  usher's  office  controls  the 
radio  loud  speakers  on  each  ward  and  in  the  cafeteria. 

A  heating  plant,  which  contains  four  large  boilers  and  acces- 
sories, was  completed.  The  electricity  is  purchased  from  a  main 
line  which  serves  the  nearby  school  for  the  feebleminded  and 
the  county  sanatorium  for  tuberculosis. 

A  garage  was  built  on  a  hillside,  providing  an  additional  floor 
below  ground  for  cars. 

A  male  attendants'  home,  of  99  rooms  and  3  suites,  of  similar 
structure  to  the  nurses'  home,  was  added  in  1932. 

An  assembly  building,  seating  1,038,  was  also  completed. 
This  has  a  large,  artistically  draped  stage,  well  lighted  hall, 
and  observation  balcony,  with  facilities  for  projecting  moving 
pictures,  and  is  used  by  a  large  portion  of  the  hospital  popula- 
tion for  entertainment  and  religious  services.  The  walls  are  of 
painted  brick  and  the  floor  is  finished  in  hardwood  squares. 
The  basement  of  this  building  is  equipped  with  facilities  for 
diversion  of  employees  and  contains  a  hospital  store,  dining 
room  and  ladies'  lounge,  which  have  been  attractively  panelled 
with  wood  taken  from  the  colonial  house,  about  200  years  old, 
formerly  standing  on  the  site  of  the  superintendent's  house. 
The  store  is  for  the  use  of  both  patients  and  employees.  Against 
its  outside  wall,  an  awning-covered  sidewalk  cafe  for  patients 
has  been  constructed  in  rustic  fashion.  This  is  serviced  through 
a  window  into  the  store.  Patients  are  thus  enabled  to  enjoy 
some  of  the  privileges  and  atmosphere  of  modern  community 
life.  This  building  was  the  last  to  be  completed  and  used  during 
Dr.  Kline's  life.  In  memory  of  his  long  and  valued  service  to 
the  State,  in  the  care  of  the  mentally  ill  and  his  work  in  build- 
ing the  Metropolitan  State  Hospital,  this  was  designated  by  the 
Trustees  as  the  "Kline  Memorial  Hall,"  in  May,  1934,  and  a 
bronze  tablet,  inscribed  as  follows,  was  hung  in  the  lobby: 

Kline  Memorial  Hall 
Dedicated  by  the  Trustees  as  a  Memorial  to 
George  Milton  Kline,  A.M.,  M.D.,  March  6,  1878  —  January  5, 

1933 

Commissioner  1916-1933 

This  tablet  erected  by  his  fellow  workers  to  commemorate  his 
services  to  the  hospitals  and  schools  of  the  Department  of  Mental 
Diseases. 
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At  the  same  time  a  large  oil  portrait,  remarkably  true  to  life, 
contributed  in  the  same  manner,  was  placed  in  the  lobby  of 
the  Administration  Building. 

The  Medical  and  Surgical  Building,  for  the  care  of  the  physi- 
cally ill  in  the  hospital,  was  begun  but  not  completed  during 
Dr.  Kline's  life.  It  is  composed  of  four  floors  (diagrams  Nos.  6, 
7,  8,  and  9),  the  ground  floor  which  has  an  entrance  lobby, 
storage,  utility,  and  class  rooms,  and  the  second  and  third  floors, 
each  providing  for  fifty-four  male  or  female  patients,  and  com- 
prising single  rooms,  isolation  rooms,  small  dormitories  and 
three  large  dormitories  in  the  rear,  two  of  which  are  located  in 
wings.  These  wards  are  furnished  with  modern  utility  rooms, 
diet  kitchens,  nurses'  stations  and  bath  facilities.  The  corridors 
and  wards  are  finished  in  pastel  shades  of  green  and  cream,  with 
tiled  dadoes,  in  warm  brown  tones.  There  are  spacious  verandas 
connected  with  the  wings,  upon  which  the  dormitories  in  the 
rear  open  through  large  French  doors,  so  that  patients'  beds 
may  be  readily  wheeled  out  into  the  air.  These  verandas  have 
a  southern  exposure  and  are  decorated  in  a  sponged  green  effect, 
which  softens  the  brick  lines.  On  the  fourth  floor  (diagram 
No.  9)  is  a  complete  suite  of  operating  facilities,  which  include 
two  operating  rooms  of  the  most  modern  type,  with  artificial 
lighting  and  with  panel  heating  in  the  ceiling  as  a  special  feature. 
They  are  equipped  with  large,  adjustable,  Scialytic  lamps.  One 
operating  room  has  a  glass  front  observation  gallery.  There  are 
rooms  for  instrument  storage,  nurses'  work  room  with  enclosed 
autoclave,  clinical  laboratory,  anaesthesia  and  recovery  rooms, 
and  surgeons'  lounge  included  in  this  suite.  In  the  rear  of  the 
operating  section  are  hospital  facilities  for  twenty  employees, 
consisting  of  rooms  for  eight,  and  two  six-bed  wards.  Here  are 
small  open  and  closed  solaria  for  convalescents.  All  service 
rooms  contain  stainless  steel  equipment,  which  provides  for 
cleanliness  and  durability.  The  service  rooms  and  toilets  have 
attractively  tiled  floors.  On  each  of  the  patient  floors  there  are 
bathrooms  with  tubs,  for  continuous  flow  or  routine  bathing 
purposes,  and  marble  slabs  with  slightly  raised  edges  for  the 
bathing  of  sick  patients.  Each  room  and  all  the  wards  have 
bedside  wall  fixtures  for  radio,  apparatus  for  electrical  treat- 
ments, and  a  bedside  signal  system,  connected  with  the  nurses' 
stations  in  the  main  corridors.  All  rooms  and  dormitories  have 
wall  lights  set  at  an  angle  to  provide  suitable  illumination  for 
reading  and  other  purposes.  There  are  supervisors'  offices  and 
a  suite  for  a  resident  physician,  connected  with  the  front  corridor 
outside  of  each  patient  ward.  The  furnishings  of  the  wards, 
which  are  of  metal,  and  attractively  finished  in  the  same  soft 
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color  tones  of  creams  and  greens,  contribute  to  a  general  atmos- 
phere of  cheerfulness  and  avoid  the  traditional  "hospital  white" 
appearance.  An  elevator  of  stainless  steel,  running  from  the 
tunnel  level  to  the  top  floor,  serves  the  wards  and  is  controlled 
by  key,  switches  to  guard  against  escape.  Food  carts  of  stain- 
less steel,  provided  with  thermos-jar  containers  to  keep  food  hot 
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or  cold  as  desired,  are  loaded  in  the  central  kitchen  and  wheeled 
to  the  Medical  and  Surgical  Building  through  the  tunnel  and  to 
the  wards  by  elevator.  Thus  food  may  be  brought  to  the  bed- 
side for  direct  service  from  the  kitchen  with  a  minimum  loss  of 
temperature.  Throughout  the  building  are  conveniently  located 
bells  and  flashlights  connected  with  the  central  call  system  in 
the  Administration  Building. 

Tentative  plans  made  by  Dr.  Kline  provided  for  two  wings 


84 


of  150  beds  each,  one  for  male  and  the  other  for  female  patients, 
connected  with  the  Medical  and  Surgical  Building  on  either  side. 
These  were  to  house  the  infirm  and  tuberculous  patients  of  the 
hospital,  the  latter  occupying  the  third  floor.  They  are  now 
under  construction  as  a  part  of  the  Federal  Emergency  Relief 
Program.  As  may  be  seen  by  the  diagrams  they  are  three- 
story  Y  shaped  structures.  The  first  floors,  which  are  on  the 
level  with  the  ground  floor  of  the  Medical  and  Surgical  Building, 
provide  for  a  pharmacy  in  the  west  wing,  occupational  therapy 
classrooms  in  the  center  sections,  and  ambulance  and  stretcher 
room  in  the  east  wing,  near  the  admitting  room  of  the  Medical 
and  Surgical  Building.  Each  wing  has  screened  verandas.  On 
the  first  floor  they  are  on  the  outer  sides  of  the  wings  and  on  the 
two  upper  floors  they  are  connected  with  the  day  halls  and  have 
southern  exposures.  The  rear  of  the  first  floor  adjoining  the 
Medical  and  Surgical  Building,  as  indicated,  is  below  the  ground 
level,  while  the  wings,  which  project  over  the  side  of  a  hill,  are 
well  above  ground,  so  that  on  this  floor  only  the  wing  sections 
may  be  used  for  wards.  Thus  provisions  are  made  for  smaller 
wards  for  thirty-nine  patients  in  otherwise  uneconomical  high 
basements.  These  have  a  large  number  of  single  rooms  for  the 
old  and  infirm  patients  who  require  separate  rooms.  The  second 
floors,  which  are  on  the  level  with  the  first  patient  floor  in  the 
Medical  and  Surgical  Building,  have  large  day  halls  in  the  cen- 
tral section  and  large  dormitories  in  the  wings.  These  wards 
will  accommodate  sixty  patients  and  are  designed  for  the  ambula- 
tory aged  and  infirm.  The  third  floors,  which  are  on  a  level 
with  the  second  floor  for  patients  in  the  Medical  and  Surgical 
Building,  are  especially  designed  to  care  for  tuberculous  patients. 
It  will  be  noted  that  a  day  hall  in  the  center  section  has  a  number 
of  adjoining  single  rooms  on  the  front  side,  with  a  roofless 
veranda  in  the  rear,  so  that  bed  patients  and  others  may  be 
exposed  to  a  maximum  of  air  and  sunlight.  The  wing  sections 
in  these  wards  consist  principally  of  four-bed  dormitories  and 
some  single  rooms  for  the  purpose  of  better  segregation  and 
treatment  of  the  various  types  of  tuberculosis.  The  building, 
which  is  otherwise  equipped  with  indirect  heating,  on  the  tuber- 
culous wards  has  panel  heating  in  the  ceilings,  designed  to  pro- 
vide warmth  with  the  windows  open.  This  method  utilizes  the 
principle  of  radiant  heat.  The  elevators  are  located  at  the 
junction  of  the  wing  sections  in  close  proximity  to  serving  and 
dining  rooms.  It  is  planned  that  the  thermos  food  carts,  before 
described,  loaded  at  the  central  kitchen  in  the  service  building 
will  also  serve  these  wards.  The  dining  rooms  are  in  reality 
small  cafeterias  with  the  food  carts  placed  behind  a  service 
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window  between  the  dining  and  serving  rooms.  Each  ward  has 
a  section  in  the  front  wing  for  the  segregation  of  disturbed 
groups  without  reclassification.  This  will  avoid,  for  example, 
the  treating  of  the  disturbed  aged  or  tuberculous  with  the  able- 
bodied.  All  wards  are  to  have  bath  rooms  with  continuous 
flow  tubs  and  steam-heated  slabs  for  bathing  the  helpless.  The 
close  connection  between  these  wards  and  the  Medical  and 
Surgical  Building  will  permit  ready  transfer  of  acutely  ill  and 
operative  patients.  The  infirmaries  are  also  served  by  tunnels 
connected  with  the  tunnel  system.  Under  the  east  infirmary, 
at  the  junction  of  the  wings,  the  tunnel  has  an  outside  entrance 
and  connecting  rooms  to  provide  for  service  other  than  food  and 
for  the  convenient  removal  of  bodies  to  the  nearby  Laboratory 
and  Mortuary  Building.  It  is  expected  that  the  same  touches 
of  color  will  be  given  to  the  decoration  and  equipment  of  this 
building  as  to  the  Medical  and  Surgical  Building. 

The  Laboratory  and  Mortuary  Building,  also  under  construc- 
tion as  a  part  of  the  Federal  program,  as  shown  on  the  plot  plan, 
(diagram  No.  1),  is  a  short  distance  to  the  east  of  the  infirmary 
wings.  It  is  a  two-story,  plain  brick  structure,  which  may  be 
entered  on  two  levels,  due  to  its  hillside  placement.  The  first 
floor,  above  ground  on  three  sides,  has  an  entrance  in  the  rear 
and  is  provided  with  a  receiving  room  for  bodies  and  autopsy 
room,  with  eight  double-ended  mortuary  refrigerators  entering 
both  rooms;  a  pathological  museum,  a  chapel  and  storage  rooms 
for  equipment  and  refrigerator  compressors.  On  either  side  of 
the  receiving  room  door  and  outside  of  the  building  proper  are 
two  animal  rooms,  for  research  purposes.  The  second  floor, 
entered  directly  from  the  hill,  is  provided  with  pathological  and 
chemical  laboratories,  rooms  for  photography,  special  treatments 
and  offices  for  the  laboratory  director  and  assistants.  This 
building  is  not  connected  with  the  tunnel  system  at  present  but 
is  on  a  direct  line  with  the  heating  plant,  on  what  may  be  termed 
a  third  longitudinal  axis.  Because  of  its  location  near  the  rear 
entrance  to  the  hospital  grounds,  the  building  may  be  reached 
by  the  undertaker  without  disturbing  patients  in  other  parts  of 
the  hospital.  It  is  intended  that  the  Laboratory  and  Mortuary 
Building  will  be  a  center  for  studying  the  causes  and  suitable 
treatment  of  mental  diseases. 

Further  plans  for  the  completion  of  the  hospital  provide  for 
the  erection  of  an  acute  treatment  building,  also  designated  as 
a  Reception  Building,  for  150  patients  (diagram  No.  1).  This 
was  originally  placed  by  Dr.  Kline  in  tentative  plans  back  to 
back  with  the  Medical  and  Surgical  Building.  It  was  his  belief 
that  this  building  should  be  so  located  and  constructed  as  to 
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admit  all  patients  conveniently  and  allow  to  remain  only  those 
whose  conditions  held  hope  for  an  early  release,  with  as  little 
contact  with  the  continued  treatment  type  as  possible.  At  the 
same  time  this  building  should  provide  ready  access  for  treat- 
ment and  administrative  purposes  to  the  other  sections  of  the 
hospital,  particularly  the  Medical  and  Surgical  Building.  Al- 
though the  plans  for  this  building  are  not  complete,  it  is  expected 
that  it  will  provide  for  a  male  and  female  ward  on  each  of  three 
floors  and  there  will  be  facilities  in  the  center  section  for  staff 
offices  and  supervisors,  an  out-patient  department,  and  pro- 
visions for  admitting  visitors.  In  the  rear  of  the  center  is 
planned  a  two-story  wing,  to  be  connected  by  a  tunnel  with  the 
Medical  and  Surgical  Building.  The  first  floor  is  to  contain 
offices  for  special  physical  examinations  and  treatments,  and  the 
second  floor  is  to  be  fully  equipped  for  hydrotherapy.  Admis- 
sion offices  for  patients  will  be  located  in  the  outer  side  of  the 
basements,  which  are  well  above  ground,  because  of  the  hillside 
location,  so  that  patients  may  be  examined  before  actual  admis- 
sion to  the  wards.  Occupational  Therapy  classrooms  will  also 
be  located  here.  The  first  floor  wards  in  either  wing  of  this 
building  will  care  for  a  small  number  of  patients  for  closer  obser- 
vation and  treatment.  This  building  is  nearer  the  Administra- 
tion Building  than  the  other  services.  Special  problems  con- 
nected with  the  acute  service  may  thus  be  more  adequately 
handled. 

As  seen  in  the  plot  plan,  (diagram  No.  1),  two  buildings  for 
disturbed  patients,  one  for  female  and  one  for  male,  of  150  or 
200  beds  each,  are  tentatively  planned  on  the  so-called  third 
axis,  so  that  they  may  be  closely  related  to  the  service  center, 
but  for  purposes  of  classification  removed  from  the  neighbor- 
hood of  other  patients  who  are  acutely  ill.  Structural  plans 
have  not  been  completed. 

A  brick  house  of  modified  Georgian  architecture,  for  the 
superintendent,  has  been  finished,  as  well  as  two  eight-room 
brick  houses  for  officers.  There  are  two  houses  of  frame  struc- 
ture, now  used  by  officers,  which  were  included  in  the  purchase 
of  additional  lands  for  the  hospital.  At  least  four  more  staff 
houses  will  be  needed.  The  hospital  now  has  a  total  acreage  of 
383,  of  which  there  are  approximately  65  under  cultivation. 
This  is  insufficient  for  even  the  needs  of  the  present  population, 
and  it  was  originally  planned  that  more  farm  lands  adjoining 
the  hospital  grounds  would  be  added.  As  shown  in  the  plot 
plan,  (diagram  No.  1),  a  farm  group  is  to  be  located  in  a  wooded 
section  between  the  water  tower  and  the  patients'  buildings. 
The  first  unit,  a  root  cellar,  for  the  storage  of  vegetables,  has  been 
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practically  completed.  To  this  will  be  added  a  farm  house, 
barn,  and  sheds  for  farm  equipment. 

A  shop  building  of  three  floors  to  house  all  the  maintenance 
work  shops  with  storage  on  the  first  floor  and  a  salvage  yard 
in  the  rear  is  to  be  located  in  the  rear  of  the  laundry  building. 
This  can  fortunately  be  entered  on  three  levels  because  one  side 
is  to  be  built  against  a  steep  hill.  When  this  building  is  com- 
pleted, the  work  now  done  in  the  basement  of  the  laundry  build- 
ing may  be  transferred  to  more  adequate  quarters. 

The  hospital,  as  described,  while  incorporating  in  the  main 
the  ideas  of  Dr.  Kline,  shows  certain  modifications  and  addi- 
tional buildings,  as  it  became  necessary  to  prepare  completed 
plans  in  the  making  of  which  he  was  so  prematurely  interrupted. 

Occupation 

On  May  28,  1930,  a  legislative  enactment  provided  for  the 
establishment  of  the  Metropolitan  State  Hospital,  directly  under 
the  control  of  the  Department  of  Mental  Diseases,  and  without 
a  Board  of  Trustees,  the  Department  to  function  in  that  ca- 
pacity. The  act  further  provided  substantially  that  the  pro- 
visions of  the  law,  relative  to  admission,  care,  treatment,  support 
and  discharges  from  State  hospitals,  should  not  take  effect  until 
the  hospital  should  be  ready  for  reception  of  patients.  It  was, 
therefore,  Dr.  Kline's  intention  that  the  hospital  should  progress 
under  the  direct  guidance  of  the  Department  of  Mental  Diseases 
until  such  time  as  its  development  could  permit  efficient  opera- 
tion as  a  separate  unit.  In  accordance  with  the  original  plan  to 
utilize  buildings  as  soon  as  completed,  the  continued  treatment 
unit,  for  1,248  patients,  was  the  first  ready  for  occupancy.  In 
preparation  for  this,  the  Department  of  Mental  Diseases  in 
1929  carefully  selected  from  several  thousand  patients,  residents 
of  the  Metropolitan  area  of  Boston  and  twenty-eight  surround- 
ing cities  and  towns,  a  list  of  patients  under  care  in  several 
outlying  hospitals.  These  were  in  condition  to  be  suitably  cared 
for  in  a  new  unit  equipped  for  the  able-bodied  and  fairly  well 
adjusted.  They  presented  no  special  problems  in  supervision 
and  could  be  readily  instructed  in  the  use  of  a  large  cafeteria. 

It  was  necessary  also  to  develop  an  initial  organization  to 
care  for  these  patients.  A  steward,  treasurer,  and  several  assist- 
ants were  secured  to  take  care  of  the  early  equipment.  A  first 
group  of  thirty-six  patients,  all  men,  arrived  from  the  Grafton 
State  Hospital  on  December  26,  1929,  in  the  care  of  experienced 
employees,  who  were  also  transferred  to  the  service  of  the  Metro- 
politan State  Hospital.  As  the  hospital  was  not  officially  opened, 
^.hese  patients  were  admitted  on  a  status  of  trial  visit  from  the 
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Grafton  State  Hospital,  and  subsequent  arrivals  from  West- 
borough,  Danvers,  Worcester  and  Medfield  State  Hospitals  were 
carried  on  this  status  until  the  official  opening  on  October  29, 
1930,  when  they  were  admitted  by  transfer,  as  provided  by  law. 

At  this  opening,  among  many  other  distinguished  guests  who 
met  with  Dr.  Kline,  were  Governor  Frank  G.  Allen  and  Ex- 
Governor  Alvan  T.  Fuller,  both  of  whom  had  actively  supported 
the  hospital  project.  A  bronze  tablet,  hung  in  the  Administra- 
tion Building  lobby,  was  unveiled  by  Governor  Allen,  who  de- 
clared the  hospital  to  be  officially  opened.  The  inscription  on 
the  tablet  read  as  follows: 

The  Metropolitan  State  Hospital 
Dedicated  to  the  Humane  Care  and  Treatment  of  the 

Mentally  111  and  the  Conservation  of  Mental  Health  in  the 

Community. 

Granted  through  Legislative  Enactment  in  the  years  1927- 
1930. 

Construction  started  in  December,  1927,  during  the  Ad- 
ministration of  His  Excellency  Alvan  T.  Fuller,  Governor, 
Who  gave  executive  aid  to  the  project  and  Who  laid  the 
corner  stone  on  October  17,  1928. 

Officially  opened  by  His  Excellency  Frank  G.  Allen,  Gover- 
nor, whose  co-operation  has  made  possible  the  completion 
of  the  Unit  in  the  Tercentenary  Year  October  29,  1930. 
Commonwealth  of  Massachusetts, 
Department  of  Mental  Diseases, 
George  M.  Kline,  M.D.,  Commissioner  and  John  B.  Tivnan, 
Charles  G.  Dewey,  M.D.,  Henry  M.  Pollock,  M.D.,  Elmer 
A.  Stevens,  Associate  Commissioners. 
Large  transfers  of  male  and  female  patients  were  continued 
gradually  with  close  supervision  of  their  activities  until  the  con- 
tinued treatment  units  were  filled.    In  this  manner  and  by  care- 
ful development  of  the  early  organization,  the  hospital  was 
established  with  a  minimum  of  difficulties.    Every  patient  ad- 
mitted was  given  a  careful  initial  examination  and  was  accom- 
panied by  a  summary  of  the  previous  hospital  records,  which 
formed  a  basis  of  the  new  record  and  assisted  in  the  understand- 
ing of  the  patients'  mental  condition.    From  these  early  groups, 
both  men  and  women  were  able  to  take  part  to  a  large  extent  in 
the  maintenance  activities.    Male  patients  in  large  numbers  have 
assisted  in  the  development  of  the  grounds  and  farm;  in  the 
kitchen,  and  on  the  wards,  while  women  have  interested  them- 
selves in  general  housework,  cafeteria,  laundry  and  occupational 
therapy.    With  the  opening  of  the  Medical  and  Surgical  Build- 
ing in  August,  1934,  and  with  the  expansion  of  each  ward  in  the 
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continued  treatment  building  to  approximately  sixty-three  beds 
per  ward,  the  hospital  now  has  a  capacity  of  1,560  patients. 
Vacancies  which  occur  due  to  dismissal  of  patients  on  visit,  and 
transfers  to  other  hospitals  because  of  problems  which  cannot  be 
properly  treated  with  the  present  limited  facilities,  have  been 
filled  from  the  large  list  of  those  who  are  still  resident  in  out- 
lying hospitals.  The  transfers  are  gradually  providing  for  greater 
convenience  in  visiting.  The  Medical  and  Surgical  Building  now 
enables  the  hospital  to  properly  care  for  its  physically  ill  and  in 
addition  treats  the  major  medical  and  surgical  problems  of  the 
neighboring  Walter  E.  Fernald  State  School  for  the  feebleminded. 
All  sick  patients  in  the  hospital  are  admitted  to  this  building  and 
a  separate  admission  record  is  kept.  When  recovered  they  are 
returned  to  their  customary  wards.  This  affords  early  care  and 
aids  in  preventing  epidemics.  It  may  be  said,  therefore,  that 
there  is  a  distinct  medical  center  provided  within  a  large  mental 
hospital.  The  transfer  of  nearly  1,700  from  other  hospitals  indi- 
cates that  many,  after  their  admission,  have  shown  unexpected 
improvement  sufficient  to  warrant  their  release. 

Organization 

The  method  used  in  developing  the  hospital  organization  is  of 
interest.  At  the  time  of  the  early  transfer  of  patients  an  experi- 
enced physician  was  appointed  from  one  of  the  other  hospitals  as 
assistant  superintendent,  with  the  authority  of  acting  superin- 
tendent, responsible  directly  to  the  Department  of  Mental  Dis- 
eases, which  acted,  as  provided  by  the  law,  in  a  supervisory 
capacity.  As  the  number  of  patients  increased  more  physicians 
were  engaged  either  by  transfer  from  other  hospitals  or  from 
appointment  outside  of  hospital  service.  Experienced  super- 
visors of  nurses  were  selected  for  promotion  from  other  hospitals. 
Gradually  employees  for  the  ward  services  were  selected  from 
experienced  applicants  and  the  more  efficient  of  these  finally 
occupied  responsible  supervisory  positions.  A  clerical  force  for 
the  medical,  steward  and  treasurer's  offices  were  obtained  in  a 
similar  manner.  A  chef  experienced  in  cafeteria  work  was  ob- 
tained from  another  State  hospital.  Heads  of  the  various  main- 
tenance departments  and  their  assistants  were  chiefly  obtained 
in  this  way.  Special  allied  medical  departments,  such  as  that 
of  social  service  and  occupational  therapy,  were  added.  After 
a  considerable  period  of  careful  study,  gradual  development  and 
readjustment,  an  organization  has  been  evolved,  which  is  similar 
to,  although  somewhat  smaller  than  that  of  most  Massachusetts 
State  hospitals.  In  accordance  with  the  law,  seven  trustees 
were  appointed  on  February  1,  1933,  and  the  hospital  became  a 
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distinct  unit  under  the  direction  of  a  superintendent,  appointed 
April  1,  1933.  The  present  organization  consists  principally  of 
a  superintendent,  assistant  superintendent,  medical  staff  of  four 
physicians,  dentist,  and  department  heads  —  such  as,  treasurer, 
steward,  principal  clerk,  chief  engineer,  maintenance  foreman, 
head  laundryman,  head  housekeeper,  head  social  worker,  head 
occupational  therapist,  and  chief  supervisors  in  charge  of  the 
male  and  female  ward  services.  The  total  personnel  is  now  215, 
and  it  is  proposed  to  add  more  positions  as  the  need  arises  with 
the  growth  of  the  hospital.  For  a  completed  hospital  it  is 
estimated  that  approximately  450  employees  will  be  needed 
under  the  present  working  hours. 

It  is  evident  that  the  building  placement,  structure  and  per- 
sonnel organization  combines  the  administrative  and  supervisory 
advantages  of  the  older  connected  unit  or  Kirkbride  type  with 
the  hygienic  improvements  of  the  later  separate  unit  or  cottage 
type.  The  hospital  is  in  reality  a  closely  related  group  of 
distinct  centers,  each  with  its  well  defined  purpose,  namely  ad- 
ministrative, acute  treatment,  prolonged  treatment,  physical 
care,  treatment  of  the  disturbed,  research  and  maintenance. 

The  project  thus  far  has  cost  over  five  million  dollars  and  it 
is  estimated  that  about  two  million  dollars  more  will  be  needed 
for  buildings  as  outlined,  equipment  and  ground  developments. 
Until  construction  has  reached  an  advanced  stage,  the  hospital 
will  not  be  able  to  admit  and  care  for  all  types  of  mental  illness 
but  will  be  obliged  to  take  only  transfers  from  other  institutions. 
It  is  of  economic  importance,  as  Dr.  Kline  indicated,  that  the 
hospital  provide  for  the  metropolitan  district  at  the  earliest 
possible  date.  Further  evidences  of  the  needs  of  the  hospital 
in  this  area  are  indicated  in  a  recent  study  of  the  commitment 
rate.  From  limited  statistics  available,  Boston  and  the  twenty- 
eight  surrounding  cities  and  towns  have  an  average  of  3,777 
admissions  per  year.  This  area,  exclusive  of  Boston,  shows  an 
average  of  1,693  admissions  per  year.  The  Boston  State  Hos- 
pital, which  is  the  only  other  large  hospital  available,  can  accom- 
modate only  60  per  cent  of  Boston  admissions,  as  has  been  said. 
It  is,  therefore,  readily  apparent  that  the  Metropolitan  State 
Hospital,  as  conceived  by  Dr.  Kline  and  his  predecessors,  already 
has  awaiting  its  completion  a  task  of  no  modest  proportions. 
It  should  serve  as  a  most  fitting  commemoration  of  Dr.  Kline's 
broad  vision  and  outstanding  achievements  in  providing  more 
adequate  care  for  the  mentally  ill. 

References  —  "Service  on  Reorganized  Massachusetts  Board 
of  Insanity"  —  1915-1916  —  L.  Vernon  Briggs. 
"Bulletin  of  the  Massachusetts  Society  of  Mental 
Hygiene"  (April,  1928). 
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CONTRIBUTIONS  TO  THE  FIELD  OF  SOCIAL  SERVICE 
By  Hannah  Curtis,  Director  of  Social  Work, 
Massachusetts  Department  of  Mental  Diseases 

The  evaluation  of  Dr.  Kline's  contributions  to  the  field  of 
social  service  may,  perhaps,  be  better  interpreted  by  means  of 
a  brief  description  of  some  of  his  achievements  in  the  field  of 
psychiatry  that  were  fundamentally  social  in  character  and  pur- 
pose. Although  his  professional  activities  and  interests  were 
apparently  varied,  they  all  seemed  to  center  about  a  common 
goal  —  Care  and  Treatment  of  Mental  Patients.  Whether  one 
views  his  work  from  the  angle  of  the  scientist,  the  administrator 
or  just  that  of  the  average  citizen,  this  fact  stands  out  clearly 
and  distinctly. 

In  Reeking  for  the  motivating  power  behind  Dr.  Kline's 
achievements,  one  notes  a  keen  sense  of  justice  and  a  deep 
sense  of  social  responsibility,  which,  with  other  characteristics, 
combined  to  make  him  not  only  "a  great  administrator"  but  a 
leader  in  the  field  of  social  psychiatry.  Possessing  a  most  un- 
usual insight  into  the  social  needs  of  mental  patients  and  into 
possibilities  for  modifying  those  needs,  he  appeared  to  enter 
confidently  the  practically  unexplored  field  of  psychiatric  social 
work  with  a  view  to  establishing  practical  measures  for  the 
social  consideration  of  mental  sufferers. 

Obstacles  and  handicaps  attendant  upon  care  of  mental  pa- 
tients appeared  to  him  as  "simply  things  to  overcome."  The 
surmounting  of  difficulties  that  stood  in  the  pathway  of  progress 
in  regard  to  psychiatric  or  social  care  of  patients  was  expected 
of  those  who  were  associated  with  him  in  his  work.  If  resources 
for  meeting  existing  needs  were  not  available,  it  became  the 
duty  of  his  associates  to  locate  or  create  them.  "Results  must 
be  forthcoming"  —  new  methods  must  needs  be  established 
whenever  existing  systems  or  methods  had  become  ineffective 
or  non-progressive. 

Because  of  .  the  lack  of  precedent  in  social  consideration  of 
mental  patients  in  State  care  much  experimentation  was  neces- 
sary in  the  fields  of  psychiatry  and  social  work  before  systematic 
social  study  and  care  of  patients  could  be  realized.  If  Massa- 
chusetts now  appears  to  be  a  leader  in  this  respect,  it  is  due 
almost  entirely  to  the  ceaseless  efforts  of  a  man  who  possessed 
not  only  a  vision  as  to  social  care  of  patients  but  the  courage  to 
work  toward  the  realization  of  that  vision. 

Twenty-five  years  ago,  State  hospitals  or  "insane  asylums" 
in  Massachusetts  and  elsewhere  were  regarded  as  mysterious 
institutions  about  which  the  public  knew  very  little  and  in 
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which  people,  in  the  main,  were  disinterested.  They  were  usu- 
ally built  in  rural  or  isolated  sections  as  far  away  as  possible 
from  "normal"  communities.  Selections  by  the  State  of  sites 
for  "asylums"  frequently  met  with  the  stern  disapproval  of 
local  residents  who  resented  having  such  buildings  placed  in 
their  midst. 

Based  upon  the  traditions  of  many  years,  a  very  decided 
stigma  existed  in  regard  to  the  "insane,"  "insane  asylums"  and 
to  insanity  in  general.  Possibly  part  of  this  stigma  may  have 
been  the  outgrowth  of  a  fear  of  persons  whose  social  behavior 
and  peculiar  ideas  were  beyond  the  understanding  and  control 
of  the  average  person.  Basically,  however,  it  was  (and  is) 
probably  due  very  largely  to  lack  of  education  in  regard  to  men- 
tal disorders  and  to  the  peculiar,  often  socially  destructive 
behavior  resulting  from  some  forms  of  mental  disorder  or  defect. 
Whatever  its  origin,  it  still  forms  one  of  the  most  difficult  factors 
in  the  social  restoration  of  recovered  patients. 

Formerly,  people  who  were  so  unfortunate  as  to  be  committed 
to  state  hospitals  or  "asylums"  were  often,  very  often,  regarded 
as  being  "settled  for  life."  But  little  hope  was  felt  or  expressed 
for  their  recovery  or  return  to  community  life.  It  seems  as 
though  a  great  chasm  must  have  existed  between  patients  and 
their  community  relationships  which  the  institution  apparently 
made  very  little  effort  to  bridge.  On  the  whole,  the  "asylum" 
of  a  quarter  century  ago  appears  to  have  separated  itself  socially 
from  the  community  as  it  did  materially  by  means  of  its  high 
walls  and  fences  and  its  location.  It  was  in  very  truth  "a  city 
set  apart  by  itself"  having  but  little  active  interest  in  the  out- 
side world  or  vice  versa. 

Existing  conditions  and  attitudes  of  that  period  doubtless 
contributed  much  to  the  difficulties  of  hospital  officials  in  their 
service  for  mental  patients.  Facilities  for  securing  accurate  or 
adequate  medical  or  social  information  did  not  exist  and  doctors 
were  frequently  obliged  to  content  themselves  with  such  data  as 
might  be  secured  from  visitors  or  questionnaires.  Often  such 
information  was  quite  inadequate  for  diagnostic  and  treatment 
purposes.  In  many  instances  information  of  any  kind  was  not 
available  as  when  relatives  or  friends  were  disinterested  or  unable 
to  visit  the  institution.  Possibly  the  lack  of  suitable  information 
may  have  been  a  contributing  factor  to  the  institutionalization 
of  many  so-called  "chronics." 

In  the  majority  of  cases  in  which  patients  became  seriously 
involved  in  social  difficulties,  while  in  the  community,  accurate 
or  official  information  as  to  facts  was  not  available  as  resources 
for  investigation  and  supervision  did  not  exist.    Then  (as  now) 
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the  inability  of  many  mental  patients  to  make  suitable  social 
adjustments  was  probably  one  of  the  foremost  reasons  for  their 
commitment  to  institutions.  Not  necessarily  because  of  existing 
mental  disease  or  because  of  peculiar  ideas  or  strange  thinking 
are  people  sent  to  mental  hospitals  but  because  of  their  social 
misbehavior  that  does  not  conform  to  conventional  standards. 
Patients  frequently  become  involved  in  social  difficulties  that 
are  not  easily  forgotten  or  forgiven  by  the  communities  from 
which  they  come.  Obviously  the  responsibility  that  the  hos- 
pital assumed  in  those  days  in  returning  patients  to  their  homes 
without  authentic  information  as  to  existing  community  condi- 
tions was  comparatively  serious  and  doubtless  added  much  to 
the  general  attitude  of  the  public  toward  "state  asylums."  It 
would  seem  either  that  a  lack  of  social  responsibility  existed  on 
the  part  of  the  hospital  or  that  no  machinery  was  available  for 
remedying  the  situation.  Taken  all  in  all,  it  would  appear  that 
but  one  form  of  service  existed  for  the  mentally  ill,  that  of 
custodial  care  which  began  and  ended  within  the  four  walls  of 
the  institution. 

While  Massachusetts  methods  in  regard  to  the  care  of  mental 
patients  may  not  have  differed  fundamentally  from  those  of 
other  states,  this  State  is  very  fortunate  in  having  had  a  Dorothea 
Dix  who  labored  tirelessly  to  arouse  her  fellow  citizens  to  an 
awareness  of  their  responsibility  for  these  unfortunate  members 
of  society.  Some  years  ago  the  foundation  was  laid  for  the 
creation  of  a  structure  that  would  be  of  permanent  value  to  the 
State.  Only  a  master  builder  was  needed  to  develop  the  rich 
possibilities  that  were  apparently  latent  in  this  most  unpopular 
and  difficult  field.  A  master  builder  —  Dr.  George  M.  Kline  — 
appeared  in  due  time  as  superintendent  of  the  Danvers  State 
Hospital.  He  entered  upon  his  duties  with  something  of  the 
crusader  spirit,  facing  difficulties  courageously  and  optimistically 
and  with  dogged  determination  to  reconstruct  the  existing  system 
of  State  care  of  mental  patients. 

Conscious  of  the  serious  handicaps  surrounding  patients  and 
those  who  cared  for  them  in  institutions,  Dr.  Kline,  early  in  his 
career,  saw  the  need  of  socializing  the  institution  system  and 
straightway  set  about  doing  it  in  his  usual  practical  manner. 
Through  the  services  of  a  trained  eugenics  worker,  exhaustive 
community  studies  were  made  of  a  selected  number  of  cases  in 
which  full  family  histories  appeared  to  be  highly  desirable.  Con- 
siderable attention  was  at  that  time  centered  upon  hereditary 
factors  that  were  believed  to  be  of  considerable  importance  in 
understanding  something  of  the  nature  and  causes  of  mental 
disease.    More  interest  was  apparently  manifested  in  the  "ma- 
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terials  from  which  patients  sprang' '  than  in  the  possibilities  of 
recovery  and  social  readjustment.  Not  what  the  patient  was  to 
become  "but  what  he  came  from"  seemed  to  be  the  predominating 
interest  of  many  psychiatrists  and  others  at  that  time. 

Several  months  of  experimentation  with  eugenics  records  re- 
sulted in  the  accumulation  of  a  large  amount  of  material  that 
was  interesting  and  perhaps  significant  from  a  eugenics  point  of 
view  but  was  of  little  practical  value  from  the  viewpoint  of  the 
administrator.  Waning  interest  in  this  service  eventually  re- 
sulted in  searching  for  something  that  would  more  adequately 
fill  some  of  the  existing  needs.  Doubtless  this  interest  was  con- 
siderably increased  because  of  some  patients  at  the  hospital  who 
were  suffering  from  pellagra,  a  disease  in  which  social  factors 
were,  at  that  time,  considered  quite  significant.  A  member  of 
the  medical  staff  was  making  a  scientific  study  of  these  cases 
and  was  very  eager  to  secure  social  data  but  there  was  no 
machinery  available  for  securing  such  material. 

In  the  spring  of  1913,  a  trained  social  worker  succeeded  the 
eugenics  worker  and  social  service  was  started  more  or  less  as  an 
experiment  at  the  Danvers  Hospital.  Aside  from  the  Boston 
Psychopathic  Hospital,  there  were  no  trained  social  workers  in 
state  institutions,  therefore  no  precedent  had  been  established 
in  Massachusetts,  or  elsewhere,  for  this  type  of  service.  This 
was  distinctly  a  pioneer  movement  and  the  general  attitude  of 
several  hospital  officials  savored  of  an  open-minded  skepticism 
that  made  it  possible  for  social  service  to  contribute  minor 
services  that  were  somewhat  helpful  to  the  medical  staff.  The 
early  duties  of  the  social  worker  were  therefore  of  a  decidedly 
miscellaneous  nature,  many  of  them  not  being  even  remotely 
related  to  social  work.  However,  a  slow,  steady  development 
was  noted  in  what  was  termed  "practical  social  service"  which 
eventually  developed  into  more  clearly  defined  functions  of  social 
work.  Social  investigations,  (special  cases),  history  work  in  the 
community,  home  visits  to  certain  patients  —  all  led  in  time  to 
more  definite  forms  of  social  work  and  to  systematic  visitation 
of  out-patients.  As  the  supervision  work  developed,  an  ever- 
increasing  number  of  "trial  visit"  patients  appeared  in  the  "Visit 
Book."  In  connection  with  this  work,  or  through  it,  a  steady, 
persistent  effort  was  made  on  the  part  of  the  hospital  superin- 
tendent to  bridge  the  gap  between  the  institution  and  the  com- 
munity. Efforts  were  frequently  made  to  induce  relatives  and 
others  to  visit  the  institution  and  to  learn  at  first  hand  something 
about  the  treatment  and  care  of  patients  who  were  regarded  as 
"mentally  ill"  rather  than  "insane."  Community  interest  was 
gradually  aroused,  although  somewhat  cautiously,  and  in  due 
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time  agencies  were  invited  to  share  in  the  responsibility  of  caring 
for  out-patients.  Although  the  hospital  assumed  responsibility 
for  the  supervision  of  out-patients,  many  agencies  and  relatives 
were  not  at  first  altogether  co-operative  and  were  not,  in  general, 
enthusiastic  about  the  release  of  many  patients  from  the  institu- 
tion for  whom  they  "had  worked  long  and  hard  to  secure  com- 
mitment." These  "difficult  people"  were  often  sent  to  the  hos- 
pital with  the  expectation  that  they  would  remain  indefinitely, 
in  fact,  for  life. 

With  the  establishment  of  out-patient  clinics  in  1914  and  1915 
in  various  parts  of  the  county,  local  agencies  responded  gen- 
erously to  requests  for  teamwork  in  order  to  make  the  clinics 
useful  and  desirable.  In  due  time,  the  clinics  became  consulting 
centers  for  agencies  and  others,  thereby  serving  the  double  pur- 
pose of  contacting  many  out-patients  who  had  not  been  visited 
by  the  social  worker  and  by  acting  as  educational  centers  for 
residents  and  local  organizations.  Perhaps  a  greater  service  was 
rendered  in  breaking  down  some  of  the  barriers  between  the 
institution  and  the  district  which  it  attempted  to  serve.  In  any 
case,  an  excellent  spirit  of  teamwork  developed  that  has  in  the 
main  continued  throughout  the  years. 

If  the  spirit  of  the  hospital  permeated  the  community,  it  is 
equally  true  that  the  hospital  itself  became  more  actively  in- 
terested in  the  new  relationship  and  more  venturesome  in  extend- 
ing its  services.  It  would  seem  that  the  way  was  thus  prepared 
for  the  educational  work  of  a  different  type  that  followed  a  few 
years  later.  The  educational  campaign  in  psychiatric  service 
was  then  largely  carried  on  by  means  of  case  work  methods  that 
made  it  possible  for  both  community  and  hospital  to  participate 
in  a  service  that  was  of  mutual  interest  and  concern.  In  all 
these  activities,  directed  and  participated  in  by  the  superin- 
tendent, the  social  service  was  used  as  a  medium  or  "connecting 
link"  between  hospital  and  community. 

So  clearly  did  the  actual  and  potential  values  of  social  service 
appear  to  Dr.  Kline  as  hospital  superintendent  and  later  as  Com- 
missioner of  the  Department  of  Mental  Diseases  that  in  1918, 
social  service  was  definitely  written  into  the  organization  scheme 
of  the  Department.  This  was  considered  to  be  a  forward  step 
in  psychiatric  practice  and  in  the  public  care  of  patients.  In 
order  to  develop  his  plans  for  State-wide  social  service  in  institu- 
tions, a  central  social  service  office  was  created  with  the  Depart- 
ment of  Mental  Diseases  at  that  time.  The  functions  of  that 
office  included  organization,  development  and  supervision  of 
social  service  in  various  parts  of  the  service. 

In  1918  there  were  but  four  State  hospital  social  service  de- 
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partments  and  five  social  workers.  A  survey  of  the  situation 
at  that  time  revealed  the  fact  that  each  institution  department 
appeared  to  be  a  unit  in  itself,  with  interest  centered  only  upon 
its  own  problems  that  in  the  main  were  not  considered  com- 
parable with  those  of  other  institutions.  The  varying  degrees 
of  efficiency  revealed  the  fact  that  there  was  no  general  sense  of 
direction  and  no  apparent  unity  of  purpose  in  these  social  service 
units.  One  might,  perhaps,  be  justified  in  stating  that  a  com- 
mon goal  for  social  work  with  mental  patients  was  non-existent. 
These  conditions  indicated  the  need  of  organization  and  stand- 
ardization. 

Based  upon  the  activities  of  existing  social  service  departments 
(1918)  and  upon  the  growing  needs  of  the  institutions  in  regard 
to  social  service,  the  work  has  steadily  progressed  and  has  become 
an  acknowledged  part  of  psychiatric  service  in  the  various  in- 
stitutions and  divisions  connected  with  the  Department.  The 
social  service  personnel  has  been  very  considerably  increased, 
emphasis  being  placed  upon  the  importance  of  trained  social 
service  in  order  that  good  standards  might  be  early  attained  and 
that  some  of  the  pitfalls  resultant  upon  amateur  service  might 
be  avoided. 

The  expansion  of  the  Department  of  Mental  Diseases  into 
related  fields,  Division  for  the  Examination  of  Prisoners,  Divi- 
sion of  Mental  Deficiency  and  Division  of  Mental  Hygiene,  in- 
cluded social  service  in  every  instance.  Within  a  period  of  seven 
years,  social  service  was  established  in  twelve  institutions  and  in 
less  than  twelve  years  in  all  the  institutions  and  divisions  con- 
nected with  the  Department  of  Mental  Diseases.  The  social 
service  personnel  consists  of  approximately  sixty-five  social 
workers  and  twenty  students. 

For  a  period  of  fifteen  years,  student  social  workers  from  the 
Smith  and  Simmons  College  Schools  of  Social  Work  have  received 
training  in  various  parts  of  the  service.  In  1928,  the  Department 
established  a  training  course  in  psychiatric  social  service  that 
was  affiliated  with  the  Simmons  College  School  of  Social  Work 
for  the  express  purpose  of  securing  an  adequate  number  of  social 
workers  for  our  own  institutions,  as  the  demand  for  such  service 
by  far  exceeded  the  supply  at  that  time.  About  350  students 
have  received  psychiatric  training  in  our  institutions  and  have 
gone  into  various  parts  of  the  country  as  social  workers. 

Dr.  Kline's  active  interest  in  psychiatric  social  work  did  not 
confine  itself  to  Massachusetts  institutions.  He  rendered  very 
definite  and  practical  assistance  in  the  establishment  of  psy- 
chiatric social  work  with  the  United  States  Veterans'  Bureau  at 
Washington,  as  a  committee  member  of  that  organization.  He 
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took  a  positive  stand  for  professional  social  work,  for  high 
standards  and  for  definite  functions  for  the  social  service  con- 
nected with  the  psychiatric  unit  of  the  Veterans'  Bureau. 

As  a  member  of  the  Social  Service  Committee  connected  with 
the  American  Psychiatric  Association,  he  offered  a  contribution, 
the  nature  of  which  indicated  his  belief,  not  only  in  apparent 
values  already  rendered  but  in  the  potentialities  of  social  work, 
particularly  in  connection  with  the  various  forms  of  mental 
hygiene  service.  Perhaps  the  keynote  of  this  report  centering 
about  "relationships"  between  psychiatrists,  clinic  social  workers 
and  local  social  agencies  emphasized  the  actual  and  potential 
values  of  professional  "team  work"  in  the  best  sense  of  the  term. 

To  many  foreign  visitors  from  England,  France,  Scotland  and 
elsewhere,  he  contributed  generously  of  his  counsel  and  by  other 
practical  measures  with  a  view  to  rendering  assistance  to  those 
who  were  planning  social  service  in  other  countries  or  states. 

In  evaluating  Dr.  Kline's  contributions  to  the  field  of  social 
service,  one  is  impressed  by  the  scope  and  variety  of  his  activities 
in  a  field  that  is  very  closely  related  to  that  of  psychiatry.  In 
his  early  attempts  to  socialize  the  institution  system,  one  cannot 
fail  to  discover  that  many  of  his  achievements  in  the  field  of 
psychiatry  were  of  a  social  nature.  These  were,  perhaps,  the 
manifestations  of  a  very  real  sense  of  social  responsibility  plus  a 
genuine  interest  in  the  further  socialization  of  a  profession  that 
by  its  very  nature  is  inseparably  linked  up  with  social  factors, 
constructive  and  otherwise.  One  notes  the  practical  nature  of 
his  methods  in  all  his  attempts  at  socialization  —  in  the  treat- 
ment of  patients,  in  clinics  and  other  forms  of  community  service. 
The  main  channel  for  these  special  activities  was  the  social 
service.  By  means  of  these  various  achievements,  a  basis  was 
established  for  team  work  that  possesses  almost  unlimited 
possibilities. 

Actual  "results"  are  difficult  to  estimate  in  work  of  this  kind. 
However,  it  is  believed  that  many  of  the  barriers,  to  which 
reference  has  been  previously  made,  are  gradually  disappearing 
or  becoming  less  formidable.  Comparatively  few  obstacles  are 
now  encountered  in  readjustment  or  rehabilitation  of  patients, 
aside  from  those  common  to  all  people  in  times  of  economic 
stress.  There  are  reasons  to  believe  that  our  State  hospitals 
will  eventually  become  mental  health  centers  for  the  districts 
in  which  they  are  located.  By  means  of  the  team  work  with 
agencies  on  hospital  or  clinic  cases,  a  fair  degree  of  educational 
work  may  be  carried  on  that  will  doubtless  considerably  modify 
the  hopeless  attitude  of  former  years  in  regard  to  the  re-establish- 
ment of  mental  patients  in  their  homes  and  in  remunerative 
employment. 
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It  is  not  possible  to  estimate  in  terms  of  the  written  word  the 
value  of  Dr.  Kline's  indirect  social  service  to  patients  and  their 
relatives.  A  very  large  number  of  people  who  were  formerly 
confined  in  hospitals  have  returned  to  lives  of  comparative  use- 
fulness and  happiness.  Many  former  patients  are  now  profitably 
employed  and  are  comparatively  free  from  the  social  ostracism 
that  was  such  a  deadly  factor  in  any  form  of  rehabilitation 
service. 

This  achievement  in  itself  is  quite  sufficient  to  justify  all  the 
efforts  that  have  been  put  forth  to  socialize  a  system  that  was 
formerly  non-constructive  insofar  as  the  social  well-being  of 
mental  patients  in  public  care  was  concerned. 

What  of  the  future?  In  the  last  interview  with  Dr.  Kline 
relative  to  our  social  service  department  and  "next  steps''  to  be 
taken,  he  expressed  views  relative  to  the  future  care  and  treat- 
ment of  mental  patients  that  were  most  illuminating  and  chal- 
lenging. Growing  out  of  a  discussion  that  centered  about  the 
relative  values  and  costs  of  institution  and  community  care  of 
patients  and  the  apparent  need  of  building  more  institutions,  he 
stated  that  he  did  not  believe  that  the  solution  of  our  problems 
in  this  field  was  to  be  found  in  the  erection  of  more  buildings 
but  in  the  establishment  of  a  larger  number  of  social  service 
departments  that  could  supervise  or  care  for  certain  types  of 
mental  patients  in  the  community. 

The  following  remarks  were  doubtless  based  upon  Dr.  Kline's 
long  experience  with  social  service  in  his  immediate  field. 

"One  of  the  most  important  developments  in  psychiatry  in 
recent  years  has  been  the  introduction  and  establishment  of 
social  service  which  has  become  almost  indispensable  in  the  care 
of  mental  patients." 

It  was  characteristic  of  Dr.  Kline  that  he  expected  the  various 
divisions  of  his  organization  to  be  steadily  progressive  and  to 
keep  pace  with  the  most  advanced  methods  in  the  psychiatric 
field.  When  asked  what  the  next  step  in  social  service  should 
be,  he  replied  as  follows:  "The  next  step  in  this  field  will,  I 
believe,  be  the  further  extension  of  the  social  service  to  super- 
vise a  larger  number  of  patients  in  their  homes  and  thereby 
reduce  institution  costs."  "Not  more  institutions  but  the  estab- 
lishment of  a  larger  number  of  social  service  departments" 
should  be  our  next  move. 

These  predictions  of  Dr.  Kline  may  be  considered  somewhat 
in  the  nature  of  a  challenge  to  social  workers  to  prepare  them- 
selves and  their  localities  for  more  extensive  social  work  with 
mental  patients  who  are  able  to  live  in  the  community  providing 
some  assistance  is  available. 
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The  way  has  been  prepared,  avenues  have  been  opened  up, 
many  obstacles  have  been  removed  or  are  in  process  of  removal, 
the  "stigma"  relative  to  mental  disorders  and  mental  patients 
has  been  considerably  modified,  psychiatric  information  and 
assistance  are  available,  the  facilities  for  further  developments 
are  already  at  hand. 

The  next  important  development  in  social  service,  particularly 
in  psychiatric  social  service,  has  probably  been  indicated  in 
Dr.  Kline's  last  remarks  on  this  subject.  "Community  care 
through  social  service"  for  many  patients  suffering  from  certain 
forms  of  mental  illness. 

His  belief  in  social  work  and  his  activities  based  upon  that 
belief  have  resulted  in  the  building  of  a  structure  that  may  be 
of  lasting  value  to  our  State  hospital  system  and  to  future  mental 
sufferers. 

Perhaps  Dr.  Kline's  greatest  contribution  to  the  field  of  social 
work  may  be  seen  in  the  form  of  an  opportunity  for  service  to 
the  State  and  to  that  ever-increasing  group  of  men  and  women 
who  are  suffering  from  disorders  that  make  social  recovery 
difficult  or  impossible  without  the  special  assistance  that  may 
and  should  be  found  in  the  field  of  social  service. 

No  greater  contribution  may  be  made  to  any  professional  field 
than  an  opportunity  for  service,  particularly  in  a  field  so  rich  in 
material  and  potentialities. 
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THE  DEVELOPMENT  OF  THE  TRAINING  SCHOOL  FOR 
PSYCHIATRIC  NURSES 

By  Joseph  E.  Barrett,  M.D., 

Assistant  Commissioner, 
Massachusetts  Department  of  Mental  Diseases 

The  nursing  of  the  sick  is  a  service  which  is  probably  as  old 
as  the  history  of  man  although  the  records  of  ancient  civiliza- 
tions have  nothing  to  tell  of  the  special  subject  of  nursing. 
However,  they  do  tell  of  the  establishment  of  places  for  the 
medical  care  and  treatment  of  the  physically  and  mentally  ill, 
thereby  proving  that  the  development  of  the  feeling  of  humani- 
tarianism  was  antecedent  to  the  Christian  era. 

Previous  to  the  development  of  our  modern  standards  the 
history  of  nursing  indicates  that  this  service  was  performed 
chiefly  by  members  of  religious  organizations  and  sects  although 
certain  military  organizations  were  also  active  in  this  field.  We 
cannot  say  that  the  nursing  of  these  early  times  was  administered 
by  untrained  individuals  for  there  were  many  commanding  figures 
of  women  in  the  monastic  life  of  the  early  Middle  Ages.  Among 
these  were  Hrotswitha,  who  knew  the  Latin  classics  and  wrote 
dramas,  Lisba,  Walburga,  and  Berthgythe  who  went  from  Ire- 
land and  England  to  help  evangelize  Germany.  There  was  also 
Hildegarde,  "Sybil  of  the  Rhine,"  whose  medical  knowledge  and 
political  insight  were  alike  remarkable.  These  leaders  trained 
the  other  women  who,  amidst  additional  duties,  carried  on  hos- 
pital nursing  and  much  medical  work  for  a  long  period  of  time. 

Following  the  Reformation  we  find  nursing  as  such  going 
through  a  Dark  Period  which  lasted  for  approximately  two 
hundred  years.  During  this  time  the  care  of  the  physically  and 
especially  the  mentally  ill  shows  much  evidence  of  deterioration. 
The  mentally  sick  were  relegated  to  jails  and  prisons,  confined 
in  chains  in  dark,  damp  places,  and  received  no  medical  or 
nursing  care  whatsoever. 

In  the  latter  part  of  the  eighteenth  century  John  Howard, 
(1727-1789),  advocated  his  prison  reform,  giving  suggestions  for 
the  more  humane  treatment  of  those  committed  to  the  care  of 
the  prison  authorities,  and  recommending  that  the  insane  be 
removed  from  prison  discipline.  It  was  not  until  then  that 
special  hospitals  were  thought  of  as  necessary  for  their  care  and 
treatment.  The  hospital  period  was  preceded  by  an  asylum 
period  of  half  a  century,  however,  its  first  decade  being  from 
1810-1820.  During  these  years  the  asylum  idea  took  definite 
form  and  became  generally  adopted. 

It  is  agreed  that  Pinel  and  Tuke  were  the  leaders  in  sponsoring 
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the  ideas  of  humane  treatment  for  the  insane,  although  it  was  in 
America  that  this  method  of  treatment  was  first  generally 
adopted.  The  asylums  of  this  country  adopted  these  advanced 
ideas  and  started  with  the  major  premise  that  mental  disease 
was  a  curable  malady.  The  Friend's  Asylum  at  Frankford,  in 
1817,  followed  Tuke's  practice  at  the  York  Retreat.  The  Mc- 
Lean Asylum,  chartered  as  part  of  the  Massachusetts  General 
Hospital  in  1811  and  opened  in  1818,  is  mentioned  in  Dr.  Fol- 
som's  historical  review  as  marking  an  "important  era  in  the 
history  of  mental  disease  in  this  country.  It  established  the 
character  and  principles  of  treatment  which  have  become  uni- 
versal with  us."  In  1840,  Dr.  Bell  wrote  that,  "the  application 
of  the  severe  measures  reported  as  discarded  at  Hanwell  never 
were  heard  of  in  our  asylums."  Dr.  Folsom  shows  that  during 
the  first  half  of  the  eighteenth  century,  up  to  1860,  America 
gained  the  leadership  in  the  development  of  asylum  construction 
and  humane  care. 

The  names  of  Esquiral,  Jacobi,  and  Fliedner  are  associated 
with  those  of  Pinel  and  Tuke  in  Europe,  together  with  our  own 
leaders,  Wyman,  Bell,  Ray  and  the  group  of  "the  original  thir- 
teen" of  our  psychiatrists  of  that  half  century.  There  were 
others  in  England  and  Scotland,  notably  Hill,  Connolly,  Browne 
and  later  Clouston  and  Clark.  Throughout  the  century  these 
men  and  others  in  the  same  field  sought  to  obtain  and  keep 
good  attendants.  In  1854,  Dr.  Browne  of  the  Creighton  Insti- 
tution, demonstrated  this  high  purpose  and  humane  desire  when 
he  delivered  thirty  lectures  to  his  officers  and  attendants,  in  an 
attempt  to  outline  to  them  his  ideal  in  securing  what  so  many 
have  longed  for  —  the  ideal  nurse.  These  men  foresaw  what 
was  necessary  and  did  much  to  build  up  the  standards  of  the 
hospital  requirements  long  before  the  general  hospitals  them- 
selves were  aware  of  their  own  needs. 

In  1833,  Kaiser werth  Hospital  was  established  and  it  was  here, 
in  1851,  that  Florence  Nightingale  began  her  training  and  later, 
following  her  experience  in  the  Crimea  in  1854,  started  the  work 
that  made  her  famous.  The  revolutionary  feature  of  Miss 
Nightingale's  plan  for  the  training  of  nurses  has  been  overlooked 
by  commentators  and  even  by  nurses  to  a  singular  degree.  It 
was  nothing  less  than  the  positive  mandate  that  the  entire  con- 
trol of  a  nursing  staff,  especially  as  to  discipline  and  teaching, 
should  be  taken  out  of  the  hands  of  men  and  placed  under  the 
supervision  of  a  woman  who  must  herself  be  a  trained  and 
competent  nurse.  After  the  Civil  War,  the  work  that  Miss 
Nightingale  had  been  doing  seemed  to  be  the  forerunner  of 
another  period  in  the  care  of  the  mentally  ill  during  which 
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separate  hospitals  were  developed  for  their  care  and  treatment. 
Gradually  it  was  being  recognized  that  mental  illnesses  did  not 
result  from  incurring  the  disfavor  of  a  Divine  power,  but  that 
they  represented  a  real  disease  process,  amenable  to  proper  treat- 
ment and  nursing  care. 

Physicians  in  charge  of  mental  hospitals  have  long  realized 
that  the  nursing  care  of  the  mentally  ill  is  a  specialty  and  requires 
technique  which  can  be  acquired  only  by  active  participation  in 
the  care  of  mental  patients  and  a  study  of  the  peculiarities  of  the 
various  types  of  mental  disorder.  The  experience  of  general 
hospitals  with  the  Nightingale  Schools  was  very  encouraging 
just  at  this  time,  however,  and  this  influence  spread  to  the  mental 
hospitals  so  that  the  more  progressive  ones  began  to  open  schools 
with  the  idea  of  training  nurses  to  care  for  the  mentally  ill  in 
their  institutions. 

The  State  mental  hospitals  of  Massachusetts  have  maintained 
active  training  schools  for  nurses  since  1889,  when  the  first 
schools  were  opened  at  the  Danvers  and  Westborough  State 
Hospitals.  The  first  training  school  for  nurses  to  be  conducted 
in  a  mental  hospital  in  this  country,  however,  was  at  McLean, 
a  part  of  the  Massachusetts  General  Hospital,  where  the  first 
class  was  graduated  in  1886. 

Following  the  opening  of  the  schools  at  Danvers  and  West- 
borough,  each  of  the  State  hospitals  conducted  training  schools 
for  nurses  under  varying  conditions.  At  first  there  was  no 
standardized  curriculum  nor  entrance  requirements,  and  the 
time  consumed  in  giving  the  course  varied  from  two  to  three 
years.  In  some  of  the  hospitals  the  course  of  training  was  com- 
pulsory, in  others  it  was  not.  In  reading  the  reports  regarding 
these  early  training  schools,  it  is  not  difficult  to  see  that  the 
primary  object  of  the  superintendents  was  to  train  their  personnel 
in  the  care  and  treatment  of  patients  in  their  individual  hos- 
pitals. Realizing  that  it  would  be  better  for  all  hospitals  to  be 
working  along  the  same  lines,  the  State  Board  of  Insanity,  on 
October  20,  1915,  appointed  a  Committee  of  three  hospital 
superintendents  to  consider  the  advisability  of  adopting  a  uni- 
form curriculum  for  the  training  of  nurses  at  the  various  State 
hospitals.  As  a  result  of  the  deliberations  of  this  committee 
a  uniform  curriculum,  and  a  standard  for  entrance  requirements 
were  submitted  for  the  approval  of  the  Board.  The  committee 
recommendations  were  approved  and  the  Board  then  appointed 
a  Committee  of  three  hospital  superintendents,  to  be  known 
as  the  Committee  on  Training  Schools  for  the  Massachusetts 
Commission  on  Mental  Diseases.  It  was  then  and  still  is  the 
duty  of  this  Committee  to  put  into  operation  the  proposed 
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standardized  curriculum,  adopt  uniform  textbooks,  arrange  for 
affiliation  with  a  general  hospital  for  student  nurses  in  training, 
conduct  annual  written  examinations,  maintain  general  super- 
vision of  all  the  training  schools,  and  make  an  annual  report  to 
the  Commissioner  regarding  the  activities  of  the  Committee  and 
the  general  condition  of  the  training  schools. 

Over  the  course  of  time  it  has  been  necessary  to  revise  the  cur- 
riculum as  well  as  the  standard  of  entrance  requirements  for 
students.  This  has  been  done  partly  in  order  to  meet  the  re- 
quirements of  the  State  Board  of  Registration  for  Nurses  as  it  is 
without  doubt  advisable  to  have  a  uniform  standard  for  all 
recognized  training  schools,  but  it  has  also  been  equally  as  im- 
portant to  improve  the  curriculum  and  meet  the  needs  of  the 
hospitals.  It  seems  correct  to  say  that  the  viewpoint  of  the 
State  Board  of  Registration  has  all  along  been  in  general  that  of 
the  general  hospital  training  schools  and  consequently  the  greater 
portion  of  the  training  given  to  students  in  the  State  hospitals 
has  come  to  be  that  of  caring  for  the  physically  ill.  Although  it 
is  true  that  this  training  is  given  in  an  atmosphere  in  which 
mental  illness  is  predominant,  the  curriculum  is  so  heavy  with 
teaching  the  nursing  care  of  the  physically  ill  that  it  has  been 
necessary  to  neglect  to  some  extent  the  special  care  of  the 
mentally  ill. 

Immediately  following  the  above  standardization  of  curricu- 
lum, which  took  place  during  the  period  of  the  World  War,  the 
Committee  reports  indicate  that  there  was  considerable  diffi- 
culty in  securing  the  enrollment  of  a  sufficient  number  of  qualified 
students  to  justify  the  continuance  of  the  training  schools. 
There  was  a  tendency  at  that  time  to  attribute  this  difficulty  to 
the  unsettled  conditions  in  general.  If  this  were  true,  one  would 
expect  the  situation  to  improve  following  the  termination  of  the 
war,  but  such  was  not  the  case.  As  far  back  as  1921  we  read  in 
the  report  of  the  Committee  as  follows:  —  "Training  Schools  for 
Nurses  were  maintained  in  nine  hospitals.  Although  conditions 
were  slightly  improved  over  the  preceding  year,  there  was  con- 
siderable difficulty  in  keeping  up  the  quota  of  pupil  nurses."  In 
1922  we  read  as  follows:  —  "Although  in  general  the  year  was 
successful  as  far  as  it  related  to  the  interests  of  the  pupils  in 
training,  it  is  also  true  that  greater  difficulty  is  experienced  each 
year  in  keeping  up  an  adequate  quota  of  pupil  nurses.  The  out- 
look for  the  welfare  of  the  training  schools  for  nurses  in  mental 
hospitals  is  not  too  promising." 

"If  the  agitation  for  increasing  the  preliminary  requirements 
for  training  that  has  been  going  on  for  several  years  finally  suc- 
ceeds in  raising  these  preliminary  requirements  to  four  years  in 
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high  school,  it  probably  will  result  in  our  obtaining  so  few  candi- 
dates for  the  training  schools  that  to  continue  them  could  hardly 
be  justified.  The  care  of  the  insane  represents  a  very  large  part 
of  the  whole  nursing  field  and  we  do  not  believe  that  the  State 
can  afford  to  enact  such  legislation  that  probably  would  result 
in  lowering  the  standards  of  nursing  care  for  its  insane."  This 
general  trend  continued  all  through  the  reports  of  the  succeeding 
years  Until  in  the  report  of  1929  we  find  that  only  six  hospitals 
were  conducting  training  schools  and  these  six  hospitals  gradu- 
ated seventeen  nurses. 

The  difficulties  experienced  back  in  1915  and  during  the  World 
War  continued  during  the  good  times  as  well.  Just  what  the 
reason  for  this  situation  is,  has  not  been  satisfactorily  explained. 
It  must  be  realized  that  Massachusetts  is  a  highly  organized  in- 
dustrial section  and  that  the  opportunities  for  highly  remunera- 
tive employment  in  the  various  industries  have  been  great.  On 
the  other  hand,  however,  even  amongst  those  entering  the  nurs- 
ing field,  there  has  not  been  evidenced  any  great  desire  to  enter 
nor  interest  in  the  special  field  of  mental  nursing.  This  seems 
to  be  a  fact  borne  out  by  the  reports  of  the  Committee  on  Nurses' 
Training  Schools.  It  seemed  that  the  mental  hospitals  of  the 
Commonwealth  were  on  the  way  to  being  destitute  of  any  psy- 
chiatrically  trained  nursing  personnel. 

It  was  at  this  point  that  Dr.  Kline,  Commissioner  of  the  De- 
partment of  Mental  Diseases,  had  many  conferences  with  the 
Committee  on  Nurses'  Training  Schools  and  these  resulted  in  a 
decision  to  allow  those  institutions  to  continue  regular  training 
courses  where  a  sufficient  number  of  pupils  could  be  obtained  to 
justify  the  existence  of  the  school.  At  the  other  institutions,  a 
special  course  was  instituted  in  psychiatric  nursing.  This  marks 
the  beginning  of  the  Training  Schools  for  Psychiatric  Nurses,  the 
first  classes  being  opened  October  1,  1930.  The  curriculum  of 
this  course  in  its  final  form  was  adopted  in  April,  1930,  and  was 
approved  by  the  Department  in  June,  1930.  The  course  covers 
two  full  years  and  devotes  two  hundred  ninety-two  hours  of 
didactic  instruction  in  general  and  special  phases  of  psychiatric 
nursing  as  follows : 


First  Year  Hours 

1.  Introductory  Lecture       .........  1 

2.  Rules  and  Regulations     .........  1 

3.  Ethics:  (a)  General   2 

(b)  Organization         ........  1 

(c)  Relationships         ........  1 

4.  Practical  Nursing  —  General    ........  50 

5.  Hospital  Housekeeping    .........  8 

6.  Personal  Hygiene    ..........  4 

7.  Anatomy  and  Physiology         ........  24 
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8.  Drugs  and  Solutions        .........  6 

9.  Cookery  and  Nutrition    .........  10 

10.  Bandaging     ...........  8 

11.  Hydrotherapy   10 

12.  Bacteriology  ...........  6 

13.  Mental  Nursing      ..........  16 

14.  History  of  Nursing          .........  4 

Total   152 

Senior  Year         .        .        .        .               .        .        .        .  Hours 

1.  Materia  Medica      ..........  8 

2.  Psychiatry  and  Neurology       ........  40 

3.  Medical  Diseases    ..........  16 

4.  Surgical  Diseases    ..........  16 

5.  Skin,  Venereal  and  Communicable  Diseases       .....  12 

6.  Eye,  Ear,  Nose  and  Throat   2 

7.  Occupational  Therapy     .........  20 

8.  Hydrotherapy        ..........  10 

9.  Social  Service   2 

10.  Physical  Therapy   10 

11.  Diet  in  Disease       ..........  4 

Total   140 

In  addition  to  the  lecture  hours,  practical  work  provided  by 
hospital  assignments  to  various  services  is  required  as  follows :  — 

Service  Number  of  weeks 

Acute  Service       ...........  8 

Medical  and  Surgical    ..........  8 

Occupational  Therapy  ..........  10 

Hydrotherapy      ...........  8 

Physical  Therapy         ..........  4 

Diet  Kitchen   4 

Drug  Room         ...........  2 

Total                                                                          .       .  ■   '  .x  44 


The  minimum  entrance  requirements  have  been  made  suffi- 
ciently high  to  insure  the  enrollment  only  of  individuals  with 
basic  educational  attainments  who  would  be  capable  of  grasping 
the  theoretical  and  applying  the  practical  psychiatric  nursing 
procedures  with  an  understanding  of  the  purposes. 

There  have  been  two  classes  graduated  from  these  schools. 
These  graduates  have  been  recognized  by  the  Commonwealth  by 
the  establishment  of  two  new  grades  in  the  personnel  of  its  mental 
hospitals,  viz. :  —  Graduate  Psychiatric  Nurse  and  Head  Psy- 
chiatric Nurse.  These  positions  carry  marked  increase  in  pay 
over  the  Attendant  Nurse  and  Charge  Attendant  Nurse  posi- 
tions, and  is  fairly  commensurate  with  responsibility  they  are 
qualified  to  assume. 

Of  approximately  1,000,000  hospital  beds  in  the  United  States, 
approximately  50  per  cent  are  devoted  to  the  care  of  the  mentally 
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ill.  Added  to  this  it  is  frequently  found  that  even  where  the 
physical  condition  is  the  major  nursing  problem,  there  is  often 
a  mental  disturbance  also.  In  view  of  this  factor  of  mental  dis- 
turbance, mild  or  serious,  occurring  in  so  many  cases  of  physical 
illness  it  is  evident  that  it  should  be  given  much  more  considera- 
tion in  the  curriculum  of  our  training  schools  for  nurses,  in  gen- 
eral hospitals  as  well  as  in  State  mental  hospitals. 

The  great  amount  of  psychiatric  material  in  the  State  hospitals 
renders  them  especially  suitable  for  training  nurses  in  the  care 
of  the  mentally  ill  and  it  seems  to  me  that  all  hospitals  should 
endeavor  to  avail  themselves  of  this  training.  There  is  no  ques- 
tion of  doubt  that  the  psychiatrically  trained  nurse  is  invaluable 
in  the  nursing  care  of  patients  in  mental  hospitals,  but  experience 
teaches  us  that  these  persons  are  scarce.  In  view  of  the  general 
tendency  of  nurses  to  turn  away  from  actual  work  with  mental 
patients  it  becomes  necessary  for  the  State  hospitals  to  assume 
the  responsibility  of  training  persons  to  care  for  the  patients 
committed  to  them. 

The  Psychiatric  Training  Schools  insure  that  the  care  of  mental 
patients  will  be  entrusted  to  persons  who  have  had  at  least  two 
years'  training  in  this  special  field.  Although  it  is  intended  that 
the  major  portion  of  this  training  is  in  the  field  of  mental  nursing, 
the  basic  principles  of  nursing  the  physically  ill  receive  adequate 
attention  and  these  graduates  are  qualified  to  carry  out  routine 
bedside  procedures. 

Approximately  90  per  cent  of  the  major  nursing  problems 
occurring  in  mental  hospitals  of  this  country  result  from  the 
mental  disease  itself.  When  we  add  to  this  the  fact  that  mental 
disturbances  are  frequently  associated  with  the  everyday  physical 
diseases,  it  would  seem  that  the  major  problem  of  nursing  as  a 
whole  is  caring  for  mental  disturbances.  Therefore,  would  it  not 
seem  advisable  for  all  nurses  to  have  at  least  some  training  in 
psychiatric  nursing  before  they  are  licensed  as  being  qualified  to 
nurse  either  as  general  duty  nurses  or  in  special  nursing  fields 
for  the  physically  ill?  This  premise  might  be  developed  to  the 
conclusion  that  all  nursing  should  be  built  upon  a  foundation  of 
psychiatric  nursing  but  it  is  not  my  purpose  to  make  such  a  claim 
at  the  present  time  although  such  would  not  be  without  merit. 

I  do,  however,  wish  to  indicate  that  the  Department  of  Mental 
Diseases  for  the  Commonwealth  of  Massachusetts  and  the  hospi- 
tals under  its  supervision  are  aware  of  their  needs  and  that  the 
average  graduate  nurse,  who  has  had  no  psychiatric  training,  is 
of  very  little  immediate  value  to  them  in  the  handling  of  their 
major  nursing  problems. 
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OPERATION  OF  THE  FERNALD  TRAVELING  SCHOOL 
CLINICS  AND  RESEARCH  POSSIBILITIES  IN 
THE  ACCUMULATED  EXAMINATIONS* 

By  Neil  A.  Dayton,  M.D.,  Director, 
Division  of  Mental  Deficiency,  Department  of  Mental  Diseases, 
Boston,  Mass. 

Outline 

I.  The  part  played  by  the  late  Dr.  George  M.  Kline  in  pro- 
moting the  organization  of  the  Fernald  School  Clinic 
System. 

II.    Research  possibilities  in  70,000  completed  clinic  examina- 
tions.   Outline  of  School  Clinic  Research  Project. 

III.  Analytic  study  of  a  specific  problem  in  mental  deficiency 
based  upon  the  School  Clinic  material.  Subject:  Size  of 
Family  and  the  Occurrence  of  Certain  Characteristics  in 
the  Mentally  Deficient:  Survey  of  20,473  Retarded  Chil- 
dren in  the  Public  Schools  of  Massachusetts. 

a.  Introduction  and  general  considerations. 

b.  Size  of  family  and  intelligence  quotient  of  children 
examined. 

c.  Size  of  family  and  average  number  of  children,  other 
than  the  patient,  found  to  be  mentally  defective  or 
retarded. 

d.  Size  of  family  and  grade  accomplishment  in  reading, 
language  and  arithmetic. 

e.  Size  of  family  and  number  of  physical  defects  ob- 
served. 

f.  Size  of  family  and  population  of  home  community. 

g.  Size  of  family  and  environmental  status  of  the  home. 

h.  Size  of  family  and  the  occurrence  of  truancy. 

j.  Size  of  family  and  the  occurrence  of  conduct  prob- 
lems. 

k.  Size  of  family  and  the  occurrence  of  personality 
traits. 

IV.  Summary. 

I.  The  Part  Played  by  the  Late  Dr.  George  M.  Kline  in 
Promoting  the  Organization  of  the  Fernald  School 
Clinic  System. 

The  school  clinic  system  for  the  psychiatric  examination  of  re- 
tarded children,  which  has  now  been  in  operation  for  nineteen 


*  From  the  Division  of  Statistics  and  Research.  The  writer  was  assisted  in  the  preparation 
of  this  paper  by  Miss  Hariet  Dolan,  Chief  Research  Worker,  and  Miss  Bernardine  Truden, 
Assistant  in  Research,  Department  of  Mental  Diseases. 
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years  in  Massachusetts,  was  always  of  the  greatest  interest  to  our 
late  Commissioner,  Dr.  George  M.  Kline.  During  the  past  eight 
years  it  has  been  one  of  my  duties  to  serve  as  Director  of  the 
Division  of  Mental  Deficiency  in  Dr.  Kline's  Department,  and  I 
have  been  in  a  position  not  only  to  observe  his  pride  in  this  major 
accomplishment,  but  also  to  appreciate  more  and  more  the  criti- 
cal part  he  played  in  initiating  the  system  and  keeping  it  in 
operation.  As  is  well  known,  the  school  clinic  system  was 
originally  put  into  operation  by  the  late  Dr.  Walter  E.  Fernald 
in  December  of  1914.  In  1917,  the  late  Dr.  George  L.  Wallace 
established  a  second  clinic  which  aided  very  materially  in  carry- 
ing on  this  work.  In  the  course  of  time,  however,  both  Dr. 
Fernald  and  Dr.  Wallace  came  to  the  realization  that  their  two 
clinics,  even  though  working  at  full  time,  could  never  expect  to 
cover  the  entire  State.  Large  numbers  of  retarded  children  in 
other  sections  of  Massachusetts  were  not  being  cared  for,  and  it 
became  urgently  necessary  that  some  provision  be  made  for 
organizing  the  work  on  a  State- wide  basis.  Dr.  Fernald  brought 
the  matter  before  Dr.  Kline  and  explained  the  urgency  for  ex- 
pansion and  reorganization.  Acting  with  his  characteristic 
energy  and  forethought,  the  Commissioner  responded  by  creat- 
ing clinics  to  operate  from  each  of  the  remaining  twelve  institu- 
tions under  the  Department  of  Mental  Diseases.  The  existing 
personnel  of  the  institutions  could  not  handle  this  additional 
work,  however,  and  Dr.  Kline  requested  that  the  Legislature 
allow  each  institution  one  physician  and  one  psychologist  to  sup- 
plement the  existing  staff.  After  these  positions  had  been 
granted,  Dr.  Fernald  instituted  training  courses  at  Waverley, 
where  he  gave  specific  instructions  in  the  method  of  carrying  out 
the  school  clinic  examinations  to  institution  physicians,  social 
workers  and  psychologists.  The  physicians  who  had  been  secured 
to  fill  the  newly-created  positions  were  assigned  to  the  regu- 
lar staff  of  the  various  State  institutions,  while  the  more  experi- 
enced psychiatrists  were  assigned  to  the  school  clinic  work. 
During  the  first  year  of  the  State-wide  school  clinic  operation  it 
was  necessary  for  the  assistant  superintendents  of  the  various 
hospitals  to  take  charge  of  the  examination  of  retarded  children. 
Dr.  Fernald  repeated  his  training  courses  each  year,  however,  and 
the  hospitals  continued  to  send  additional  physicians,  psycholo- 
gists and  social  workers  to  attend  them,  with  the  result  that  each 
institution  eventually  had  several  physicians  and  other  workers 
who  had  been  carefully  trained  in  the  explicit  methods  of  carry- 
ing out  the  school  clinic  detail.  The  very  valuable  training 
courses  have  been  continued  by  Dr.  R.  A.  Greene,  the  present 
Superintendent  of  the  Walter  E.  Fernald  State  School. 
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Before  the  work  had  progressed  very  far  it  became  evident  that 
it  would  be  impractical  to  attempt  to  place  these  clinics  within 
the  public  schools  on  a  volunteer  basis;  that  is,  as  organizations 
to  be  used  simply  at  the  will  of  the  local  superintendent  of  schools. 
In  order  to  remedy  this  difficulty  Dr.  Payson  Smith,  Commis- 
sioner of  Education,  assisted  Dr.  Kline  and  Dr.  Fernald  in  out- 
lining one  of  the  finest  pieces  of  social  legislation  which  ever 
came  into  enactment  in  this  State.  I  refer  specifically  to  the 
Massachusetts  school  clinic  law  of  1919.  This  sterling  piece  of 
legislation  which  was  to  have  such  far-reaching  effects  in  solving 
the  problem  of  the  retarded  child,  was  prepared  and  placed  before 
the  Legislature.  It  was  passed  without  difficulty,  and  thus  there 
came  into  being  the  legal  means  whereby  school  systems  through- 
out the  State  were  required  to  have  a  psychiatric  examination 
conducted  in  every  city,  town  and  village  where  there  were  chil- 
dren three  years  retarded  in  their  school  classes.  This  law  was 
amended  in  1922,  and  again  in  1931.  At  the  present  time  chil- 
dren of  lesser  degrees  of  retardation  may  be  examined.  The 
school  clinic  law  in  its  present  form  reads  as  follows: 

Chapter  71,  section  46,  General  Laws,  as  amended  by  chapter 
231,  statutes  of  1922,  and  chapter  358,  statutes  of  1931:  —  "The 
school  committee  of  every  town  shall  annually  ascertain,  under 
regulations  prescribed  by  the  Department  of  Education  and  the 
Department  of  Mental  Diseases,  the  number  of  children  three 
years  or  more  retarded  in  mental  development  in  attendance  upon 
its  public  schools,  or  of  school  age  and  resident  therein.  At  the 
beginning  of  each  school  year,  the  committee  of  every  town  where 
there  are  ten  or  more  such  children  shall  establish  special  classes 
for  their  instruction  according  to  their  mental  attainments,  under 
regulations  prescribed  by  the  department.  A  child  appearing 
to  be  mentally  retarded  in  any  less  degree  may,  upon  request  of 
the  superintendent  of  schools  of  the  town  where  he  attends 
school,  be  examined  under  such  regulations  as  may  be  prescribed 
by  the  department  of  education  and  the  department  of  mental 
diseases.  No  child  under  the  control  of  the  department  of  public 
welfare  or  of  the  child  welfare  division  of  the  institutions  de- 
partment of  the  city  of  Boston  who  is  three  years  or  more  re- 
tarded in  mental  development  within  the  meaning  of  this  section 
shall,  after  complaint  made  by  the  school  committee  to  the  de- 
partment of  public  welfare  or  said  division,  be  placed  in  a  town 
which  is  not  required  to  maintain  a  special  class  as  provided  for 
in  this  section.    (Approved  May  26,  1931.)" 

The  traveling  school  clinic  movement  was  now  ready  to  pro- 
ceed in  a  united  front  with  clinics  operating  from  each  of  the 
fourteen*  mental  hospitals  and  State  schools.    The  State  was 


The  fifteenth  clinic  (Belch ertown  State  School)  came  into  operation  during  January  of  1928. 
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divided  into  specific  areas  and  each  clinic  had  assigned  to  it  cer- 
tain cities,  towns  and  villages.  Results  began  to  show  almost 
immediately.  Whereas  the  first  two  clinics  had  only  been  able 
to  examine  a  total  of  269  cases  in  any  one  year,  in  1921  the  total 
number  of  examinations  jumped  to  2,284  (Graph  I).  The  next 
year  a  total  of  4,836  children  were  examined,  and  from  1928  to  1932 
over  6,000  retarded  children  were  examined  each  year.  In  1933 
the  number  reached  8,656.  By  the  end  of  1933,  a  grand  total  of 
over  70,000  children  had  been  examined  by  our  traveling  clinics. 
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GRAPH  1 

Number  oj  School  Clinic  Examinations,  1915-1933,  by  Year 

It  is  not  difficult  to  estimate  the  value  of  this  important 
activity  of  the  Department  of  Mental  Diseases.  We  know  that 
it  has  stimulated  the  organization  of  special  classes  within  the 
various  school  systems.  In  1933  Massachusetts  had  a  total  of 
554  such  classes  in  133  cities  and  towns  with  a  registration  of 
8,840  pupils.*  Mere  numbers  of  cases  examined  mean  very 
little,  but  we  appreciate  the  larger  result  in  an  awakened  public 


*  For  the  year  1933  the  average  cost  per  retarded  child  in  special  classes  in  38  cities  (6,523 
children)  was  $137.35.  The  average  cost  in  95  towns  (2,317  children)  was  $109.67.  Both 
groups  together  show  an  average  cost  of  $130.  The  average  school  cost  per  normal  child  for 
the  same  year  was  $90.40.  Thus,  the  special  class  care  of  the  retarded  child  averaged  forty 
dollars  higher  than  the  normal  child.  When  we  compare  this  sum  with  an  annual  cost  of  $450 
to  care  for  a  defective  child  in  one  of  our  State  institutions,  the  economy  of  the  special  class 
becomes  evident. 
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conscience  in  this  State  in  reference  to  the  problem  of  retardation 
in  our  public  schools.  Because  of  the  vast  numbers  of  retardates 
and  mental  defectives,  we  can  never  expect  that  the  problem  will 
be  solved  by  admitting  all  of  these  cases  to  our  State  schools. 
Mental  deficiency,  in  all  of  its  grades  from  high  to  low,  must  be 
regarded  primarily  as  an  educational  problem.  It  is  not  simply 
a  problem  in  mental  hygiene  to  be  solved  by  the  State  Depart- 
ment of  Mental  Diseases.  There  is  no  doubt  that  the  school 
clinic  work  has  been  helpful  in  demonstrating  this  point  and  in 
showing  the  need  for  an  educational  program  for  the  care  and 
training  of  retardates  and  mental  defectives  while  they  are  still 
young  and  within  their  formative  years.  Of  course  this  move- 
ment can  never  replace  the  State  school,  but  it  can  take  care  of 
the  great  army  of  retarded  individuals  who  so  desperately  need  a 
helping  hand  while  they  are  attending  the  public  school.  Pre- 
viously these  cases  were  allowed  to  tag  along,  interrupting  the 
work  of  the  more  advanced  pupils  and  accomplished  nothing,  un- 
less the  development  of  abnormal  personality  traits  and  various 
conduct  disorders  can  be  considered  as  accomplishments.  By 
means  of  the  special  class  movement,  these  cases  are  being  cared 
for  at  a  time  when  they  are  most  in  need  of  guidance  and  ade- 
quate educational  and  training  opportunities.  Through  my  con- 
tact with  Dr.  Kline  I  became  more  and  more  cognizant  of  the 
tremendous  part  that  he  played  in  the  creation,  organization  and 
carrying  out  of  this  remarkable  movement.  It  was  not  achieved 
without  considerable  struggle.  At  first  the  institution  superin- 
tendents as  a  group  were  not  at  all  convinced  that  the  school 
clinic  work  should  be  a  part  of  their  activities.  Several  held  to 
the  idea  that  a  mental  hospital  was  a  unit  occupied  in  caring  for 
mental  patients  only,  and  should  not  be  concerned  with  com- 
munity affairs.  Under  Dr.  Kline's  guidance,  however,  they  came 
to  see  that  the  real  function  of  a  State  hospital  was  to  be  a  center 
for  mental  hygiene  movement  throughout  the  area  surrounding  it. 

One  of  the  outstanding  factors  in  Dr.  Kline's  career  was  his 
ability  to  view  matters  from  the  wider  angle,  to  see  the  problem 
as  a  whole  without  getting  too  interested  in  any  one  detail. 
He  knew  that  mental  disease  and  mental  defect  were  State  prob- 
lems and  not  local  problems.  He  realized  that  they  should  be 
attacked  in  their  broader  aspects  and  not  limited  to  the  indi- 
vidual activities  of  any  one  particular  location.  Gradually  the 
various  superintendents  of  State  hospitals  began  to  appreciate 
the  potentialities  of  the  clinic  activities  for  the  development  of  a 
feeling  of  good  will  toward  the  institution  in  the  surrounding  com- 
munity. Since  1921,  the  date  of  opening  of  all  of  the  traveling 
clinics,  there  has  been  a  great  spread  of  interest  in  the  community 
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activities  of  the  various  State  hospitals.  Each  institution  now 
maintains  out-patient  clinics  in  the  territories  surrounding  their 
respective  hospitals.  These  extra-mural  clinic  activities  are 
bringing  the  institutions  more  and  more  in  touch  with  the  general 
public.  The  mental  hospital  is  no  longer  a  stern  pile  of  brick  and 
stone  for  the  housing  of  mental  cases,  but  is  an  integral  part  of 
the  social  and  welfare  activities  of  the  entire  community  and,  as 
such,  is  being  looked  upon  with  increased  favor  by  the  general 
public. 

Doubts  about  the  traveling  school  clinic  idea  were  not  confined 
to  hospital  superintendents  alone,  however.  In  the  early  be- 
ginning of  the  clinics,  many  school  superintendents  questioned 
this  new  venture.  Here  was  an  outside  clinic  coming  into  their 
schools,  and  it  was  natural  that  they  should  feel  rather  doubtful 
of  the  activities  of  any  agency  which  was  not  under  the  direct 
control  of  the  Department  of  Education.  Nevertheless,  this  very 
factor  of  an  outside  examining  unit  proved  to  be  most  helpful  in 
aiding  superintendents  to  preserve  a  pleasant  relationship  with 
his  own  particular  communities.  To  the  average  mother  or 
father  the  development  of  retardation  or  possible  mental  defect 
in  a  child  is  an  extremely  serious  matter.  Parents  tend  to  over- 
look peculiarities  and  evidences  of  retardation  existing  in  their 
children  even  though  these  are  of  long-standing  duration.  There- 
fore, when  the  school  principal  finds  it  necessary  to  tell  a  parent 
that  his  child  will  have  to  be  removed  from  the  regular  class  and 
placed  in  a  special  class,  the  immediate  reaction  of  the  parent  has 
been  to  question  the  judgment  of  the  child's  teacher.  Parents 
are  notoriously  slow  to  admit  any  deficiency  in  their  children,  and 
their  favorite  defense  mechanism  is  to  project  the  child's  short- 
comings upon  the  teacher.  Under  present  arrangements  when- 
ever it  becomes  necessary  to  remove  the  child  to  a  special  class 
the  superintendent  is  able  to  say  that  neither  he  nor  the  room 
teacher  have  had  anything  to  do  with  making  the  diagnosis  of 
the  child's  retardation.  He  informs  the  parents  that  an  inde- 
pendent traveling  clinic  has  made  a  thorough  and  comprehensive 
examination,  and  the  psychiatrist  in  charge  has  recommended 
that  the  child  be  placed  in  a  special  class.  Thus,  there  can  be  no 
accusation  of  favoritism  or  indiscriminate  action  on  the  part  of 
the  local  school  authorities.  On  the  whole,  parents  have  been 
co-operative  and  willing  to  accept  the  decision  of  a  detached, 
outside  clinic  in  reference  to  the  mental  condition  of  their  child, 
whereas  in  the  past  they  had  been  seriously  disturbed  when  the 
child  was  sent  to  the  special  class  merely  upon  the  advice  of  the 
local  superintendent. 

At  the  present  time  we  see  a  universal  acceptance  of  the  school 
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clinic  idea  throughout  the  State.  Many  school  superintendents, 
who,  at  first,  were  rather  doubtful  about  having  the  clinic  visit 
them  even  once  a  year,  have  asked  that  arrangements  be  made 
for  regular  monthly  visits.  We  now  expect  a  still  further  in- 
crease in  the  activities  of  the  clinics  owing  to  the  fact  that  the 
law  has  been  broadened  and  the  clinics  are  legally  entitled  to  ex- 
amine children  who  present  any  degree  of  retardation.  Many 
of  these,  of  course,  offer  various  behavior  or  personality  difficul- 
ties. These  are  the  cases  for  whom  the  superintendents  have 
wanted  assistance  for  a  good  many  years,  but  under  the  provi- 
sions of  the  old  law  certain  difficulties  existed.  The  amendment 
of  1931  specifically  widened  the  scope  of  the  clinic  so  that  we  are 
now  able  to  serve  a  field  which  hitherto  has  been  rather  overlooked. 

The  old  saying  that  nothing  succeeds  like  success  has  been 
particularly  true  with  regard  to  school  clinic  operation.  Many 
school  superintendents  had  to  be  shown  that  this  activity  could 
be  of  real  help  to  them.  Once  it  was  demonstrated,  however, 
they  became  wholehearted  in  their  support  and  co-operation. 
They  have  helped  to  build  it  up  until  at  the  present  time  we  have 
an  organization  which  has  become  widespread  in  its  helpfulness. 
It  extends  to  the  schools  of  the  State  a  thoroughgoing  psychiatric 
service  for  children  which  covers  not  only  all  phases  of  retarda- 
tion, but  the  varied  behavior  and  conduct  as  well. 


Table  1.  —  Primary  Reason  for  Cases  Being  Referred  to  School 
Clinics*  1933:  All  Clinics 


School 

Behavior 

Total 

Retardation 

problem 

problem 

Num- 

Per 

Num- 

Per 

Num- 

Per 

Num- 

Per 

ber 

cent 

ber 

cent 

ber 

cent 

ber 

cent 

First  examinations  . 

6,569 

100 

4,750 

72.3 

1,147 

17 

5 

160 

2.4 

Re-examinations 

2,087 

100 

1,807 

86.6 

109 

5 

2 

36 

1.7 

Total  examinations 

8,656 

100 

6,557 

75.8 

1,256 

14 

5 

196 

2  3 

Physical 

Personality 

Social 

Others 

Unknown 

problem 

difficulty 

problem 

Num- 

Per 

Num-  Per 

Num-  Per 

Num-  Per 

Num-  Per 

ber 

cent 

ber  cent 

ber  cent 

ber  cent 

ber  cent 

First  examinations 

163 

2.5 

152  2.3 

120  1.8 

65  10 

12  .2 

Re-examinations  . 

30 

1.4 

39  19 

41  2.0 

22  1.1 

3  .1 

Total  examinations 

193 

2.2 

191  2.2 

161  1.8 

87  1.0 

15  .2 

*  Only  one  outstanding  reason  is  recorded  for  each  case. 


114 


In  past  years  the  clinics  have  been  devoting  their  time  to  the 
examination  of  retarded  children.  With  the  amendment  of  the 
school  clinic  law  in  1931  we  now  see  a  decided  change  in  the  type 
of  cases  being  referred.  Table  1  reveals  that  25  per  cent  of  cases 
examined  during  1933  were  referred  because  of  other  reasons  than 
retardation.  Seventy-five  per  cent  were  referred  because  of  re- 
tardation and  14  per  cent  were  other  school  problems.  Behavior 
was  the  main  issue  in  2  per  cent  of  examinations,  physical  prob- 
lems in  2  per  cent,  personality  difficulties  in  2  per  cent,  and  social 
problems  in  1.8  per  cent.  In  first  examinations  retardation  was 
the  cause  of  72  per  cent  of  cases  being  referred  while  this  reason 
contributed  86  per  cent  of  the  re-examinations. 

The  broadening  of  the  scope  of  the  school  clinic  work  has 
greatly  increased  the  value  of  the  clinics  in  the  various  schools 
throughout  the  State.  Caring  for  behavior,  conduct  and  school 
problems  in  addition  to  retardation,  they  are  now  presenting  a 
well  rounded  service  which  is  more  fitted  to  present  day  needs. 

II.  Research  Possibilities  in  70,000  Completed  Clinic 
Examinations.  Outline  of  School  Clinic  Research 
Project. 

The  literature  on  mental  deficiency  is  not  very  extensive. 
Those  who  have  had  a  real  interest  in  mental  defect  have  been 
chiefly  administrators,  and  practically  all  of  their  time  has  neces- 
sarily been  concerned  with  the  actual  care  of  these  children. 
Even  such  sterling  leaders  as  Dr.  Fernald  and  Dr.  Wallace  pro- 
duced only  a  limited  number  of  writings  and  their  expositions 
have  been  mainly  concerned  with  social  and  administrative 
problems.  The  epochal  works  of  Binet  and  Simon  in  outlining 
tests  for  the  determination  of  mental  age  aroused  tremendous 
interest,  and  over  the  past  ten  years  we  have  seen  a  great  deal  of 
writing  based  upon  the  purely  psychological  aspects  of  mental 
deficiency.  To  a  certain  extent  the  psychologists  have  actually 
taken  over  the  field  of  mental  deficiency,  and  have  made 
very  valuable  contributions  to  our  knowledge  from  the  viewpoint 
of  intelligence  and  its  variations.  Certain  defects  and  omissions 
are  evident  in  their  writings,  however,  as  there  is  a  decided 
paucity  of  material  regarding  the  biological,  physiological  and 
psychiatric  aspects  of  mental  deficiency. 

Another  point  which  has  limited  the  acquisition  of  the  more 
significant  information  on  mental  deficiency  has  been  the  tend- 
ency for  investigators  to  confine  their  studies  and  analyses  to 
comparatively  small  numbers  of  cases.  Few  studies  have  been 
made  on  as  many  as  fifty  cases,  and  a  still  fewer  number  on  a 
total  as  high  as  one  hundred  cases.    With  our  knowledge  of  sta- 
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tistics  and  the  theory  of  probability,  we  know  that  results  based 
on  such  small  numbers  are  practically  without  value.  So  many 
different  factors  contribute  to  the  results,  such  as  age,  race, 
economic  condition,  environmental  influences,  variations  in  per- 
sonality, variations  in  conduct,  etc.,  that  a  small  sample  may  be 
rendered  entirely  valueless  because  of  extraneous  factors. 

Mental  deficiency  should  be  investigated  on  a  broader  scale. 
At  least  a  portion  of  our  studies  should  preserve  an  attitude  of 
detachment  from  the  individual  case,  so  to  speak,  and  determine 
what  mental  defectives  will  do  and  what  their  characteristics  will 
be  when  we  consider  them  as  a  group.  In  other  words,  when  we 
gather  together  all  of  our  mental  defectives,  what  are  the  average 
characteristics  displayed?  Studies  of  individual  cases  are  of 
great  value,  but  they  tend  to  center  our  interest  on  the  unusual 
or  the  bizarre.  However,  it  really  does  not  help  us  to  be  able 
to  tell  the  characteristics  or  the  development  of  a  specified  num- 
ber of  unusual  cases.  We  want  to  know  about  the  great  average 
of  all  defectives.  At  this  point  one  might  ask,  how  are  we  going 
to  get  all  of  the  mental  defectives  into  one  place  so  that  we  may 
study  them?  Only  the  outstanding  cases  are  admitted  to  State 
schools,  and  these  do  not  at  all  represent  the  average  of  all  mental 
defectives.  Where,  then,  shall  we  find  this  large  group  of  re- 
tarded children  who  will  provide  material  for  the  study  which  we 
are  seeking?  Up  to  the  last  few  years  the  field  of  mental  de- 
ficiency has  lacked  this  material.  Now,  however,  the  Massa- 
chusetts school  clinic  examinations  make  available  for  study 
thousands  of  cases  of  mental  deficiency.  Dr.  Fernald  took  great 
care  in  devising  his  very  remarkable  ten-point  scale  examination 
for  the  diagnosis  of  retarded  children  in  the  public  schools.  This 
examination  is  not  merely  a  means  of  finding  out  the  present 
intellectual  status  of  the  child  in  question;  it  goes  back  previous 
to  the  child's  birth  and  records  a  complete  history  of  all  factors 
which  might  have  had  any  bearing  on  his  present  condition.  The 
following  list  of  forms  shows  the  completeness  of  this  well 
rounded  out  school  clinic  examination: 

Forms 

1.  School  Clinic  Record  —  Psychiatrist's  Diagnosis  and 
Recommendations. 

2.  Fields  of  Inquiry  —  Synopsis  of  Findings. 

3.  Correlation  of  Chronological,  [Mental  and  School  Age. 

4.  Physical  Examination. 

5.  Family  History. 

6.  Personal  and  Developmental  History. 

7.  History  of  School  Progress. 
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8.  Record  Sheet  for  School  Tests. 

9.  Practical  Knowledge  I. 

10.  Practical  Knowledge  II. 

11.  Economic  Efficiency. 

12.  Social  History  and  Reactions. 

13.  Social  Conduct. 

14.  Record  Sheet  for  Psychological  Tests. 

Here,  then,  lies  our  opportunity  for  the  study  of  the  average 
characteristics  shown  by  mental  defectives.  With  all  due  respect 
to  the  writers  of  the  past  who  have  so  painstakingly  gathered 
information  on  the  historical  feebleminded  families,  we  see  that 
these  families  presented  a  concentration  of  unfavorable  char- 
acteristics. Consequently  the  data  on  these  families  can  never 
be  used  in  planning  a  program  for  the  care  of  the  average  mental 
defective.  Unhappily  the  impression  has  been  given  to  the 
public  that  all  mental  defectives  present  a  concentration  of  un- 
favorable characteristics.  We  are  discovering,  however,  that 
we  have  a  vast  army  of  mental  defectives  with  average  social 
and  personal  characteristics,  and  that  these  far  outnumber  those 
with  unfavorable  characteristics.  It  is  true  that  our  State 
schools  have  large  percentages  of  cases  of  low  mental  grade,  of 
the  physically  handicapped,  and  of  the  more  difficult  conduct 
problems.  Studies  based  on  State  school  populations  might  lead 
one  to  conclude  that  a  large  proportion  of  mental  defectives  were 
exceedingly  troublesome.  However,  we  must  remember  that 
the  better  grade  or  even  the  average  group  of  mental  defectives 
have  not  been  sent  to  a  State  school.  They  are  the  children  that 
we  are  contacting  throughout  school  clinic  examinations,  and  in 
our  school  clinic  material  we  have  an  excellent  opportunity  to 
study  them.  At  the  present  time  we  have  about  4,800  children 
in  State  schools,  yet  the  school  clinic  examinations  have  un- 
covered over  70,000  retarded  children.  This  gives  us  a  rough 
estimate  of  the  relative  numbers  of  mental  defectives  with 
unfavorable  characteristics  as  compared  with  the  good.  One  in 
ten  or  twelve  is  probably  a  fair  proportion. 

When  I  took  over  the  work  of  the  Division  of  Mental  Defi- 
ciency in  1926,  the  opportunity  to  enlarge  our  information  from 
this  vast  reservoir  of  data  appeared  to  me  as  outstanding.  I 
brought  the  matter  to  the  attention  of  the  Commissioner,  Dr. 
George  M.  Kline,  who  immediately  recognized  the  possibilities 
in  such  a  study.  As  a  result,  in  October,  1926,  the  Department 
inaugurated  a  research  program  in  mental  deficiency  based  upon 
a  study  of  the  retarded  children  who  had  been  examined  up  to 
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that  time.  The  total  examinations  then  available  were  some- 
thing over  26,000.  After  several  preliminary  studies  and  test 
runs  of  the  school  clinic  records,  we  determined  upon  a  code  sheet 
to  be  used  in  recording  our  data.  After  this  code  sheet  had  been 
used  for  some  time,  we  changed  the  recording  to  a  regular  sta- 
tistical card*  which  could  be  used  in  connection  with  the  punch 
card  system  which  had  been  installed  in  the  Statistical  Division 
of  the  Department  of  Mental  Diseases.  As  the  coded  material 
shows  the  completeness  of  Dr.  Fernald's  ten-point  scale  examina- 
tion and  the  wealth  of  material  available  from  it  for  study,  we  are 
presenting  a  list  of  the  factors  recorded  thereon. 

Outline  of  Factors  Studied  in  School  Clinic  Research  Project 

1.  Name  of  clinic  conducting  examination. 

2.  First  examination  or  re-examination  —  number  of  examina- 

tion. 

3.  Year  of  examination. 

4.  Sex. 

5.  Color. 

6.  Population  of  place  of  residence. 

7.  Location  of  residence. 

8.  Birthplace  of  father  of  patient. 

9.  Birthplace  of  mother  of  patient. 

10.  Heredity  —  presence  of  mental  disease,  mental  defect  and 

epilepsy  in  parents. 

11.  Presence  of  certain  physical  defects  or  diseases  in  parents. 

12.  Occupation  of  father  at  time  of  examination. 

13.  Age  of  father  at  birth  of  patient. 

14.  Age  of  mother  at  birth  of  patient. 

15.  Number  of  stillbirths. 

16.  Average  interval  between  pregnancies. 

17.  Number  of  siblings  born  in  family  including  patient). 

18.  Number  of  siblings  living' i  including  patient). 

19.  Diseases  in  siblings. 

20.  Number  of  siblings  mentally  defective  Q.  Q.  .69  or  lower) 

excluding  patient. 

21.  Number  of  siblings  retarded  two  years  or  more,  or  with  L  Q. 

of  .70  but  under  .90,  excluding  patient. 

22.  Other  siblings  examined. 

23.  Order  of  birth  of  patient. 

24.  Was  interval  between  previous  birth  and  birth  of  patient 

less  than  two  years? 

25.  Birthplace  of  patient. 

*  v;.:,r  -.  ;    rl^rSS   /    -  I  :  - 

compiling  of  the  original  ceded  sheet. 

ing  a  method  for  transferring  the  eoded  ma 
punch  card. 
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26.  Pre-natal,  natal  and  post-natal  development. 

27.  Status  of  home  environment. 

28.  Chronological  age. 

29.  Intelligence  Quotient. 

30.  Mental  age. 

31.  Reasons  for  examination. 

32.  School  grade  first  failed. 

33.  Number  of  years  in  special  class. 

34.  Grades  retarded  when  referred. 

35.  Present  school  grade  at  time  of  examination. 

36.  School  accomplishment  in  reading. 

37.  School  accomplishment  in  arithmetic. 

38.  School  accomplishment  in  spelling. 

39.  School  accomplishment  in  writing. 

40.  School  accomplishment  in  geography. 

41.  School  accomplishment  in  language. 

42.  Findings  of  physical  examination. 

43.  Number  of  physical  defects. 

44.  Body  measurements  —  weight. 

45.  Body  measurements  —  height. 

46.  Accomplishment  in  practical  knowledge. 

47.  Outstanding  traits  of  personality. 

48.  Personal  conduct. 

49.  Status  of  patient  in  reference  to  truancy. 

50.  Clinical  diagnosis. 

51.  Advice  given:  Educational. 

52.  Advice  given:  Social. 

53.  Advice  given:  Physical. 

In  December  of  1926  a  research  worker  was  appointed  to  start 
the  coding  of  all  school  clinic  examinations  then  available.  This 
worker  went  directly  to  each  institution  and  made  a  first  hand 
study  of  the  completed  records  on  all  children  examined  by  their 
traveling  clinic.  In  spite  of  the  availability  of  data  on  these 
examination  records,  the  coding  of  the  material  is  necessarily 
slow,  and  each  record  consumes  nearly  an  hour.  Therefore,  the 
date  of  the  ultimate  completion  of  these  examinations  is  always 
ahead  of  us.  Up  to  the  present  we  have  coded  over  30,000  school 
clinic  records,  and  have  written  and  published  several  articles 
based  upon  different  numbers  of  examinations.  The  first  paper 
was  presented  before  the  American  Psychiatric  Association  at  its 
annual  meeting  in  Cincinnati,  Ohio,  May  31-June  3,  1927.  Dr. 
Kline  was  president  of  the  American  Psychiatric  Association  at 
that  time,  and  had  the  pleasure  of  hearing  the  first  report*  on 
this  research  project  which  he  himself  had  been  responsible  for 
developing. 


*  Dayton,  N.  A.:  Survey  of  Retarded  Children  in  Public  Schools  of  Massachusetts.  Amer. 
Jour,  of  Psychiatry,  7:  March,  1928. 
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It  is  eminently  fitting  that  the  present  communication  should 
include  some  of  the  possibilities  of  this  research  project  which 
was  so  enthusiastically  supported  by  Dr.  Kline.  At  times  when 
things  were  going  unsatisfactorily,  Dr.  Kline  showed  a  reserve  of 
enthusiasm  and  encouragement  which  meant  the  difference  be- 
tween success  and  failure  to  his  assistant.  Without  this  impetus 
my  spirit  might  have  lagged  at  the  great  amount  of  detail  and 
unceasing  labor  which  was  necessary  to  keep  the  project  moving. 
It  is  most  fitting  that  we  should  include  in  this  memorial  bulletin 
to  our  departed  friend  and  counselor  a  demonstration  of  the 
value  of  the  work  which  he  so  enthusiastically  supported. 

In  the  following  pages,  therefore,  we  report  an  investigation 
into  the  relationship  of  the  size  of  family  and  the  various  char- 
acteristics observed  in  these  retarded  school  children.  The 
literature  on  mental  deficiency  is  full  of  references  to  the  large 
families  from  which  these  cases  supposedly  come.  During  the 
period  of  alarm  which  existed  some  ten  or  fifteen  years  ago,  we 
heard  repeatedly  that  the  mental  defective  was  about  to  over- 
whelm the  nation  in  that  his  rate  of  propagation  was  much  higher 
than  that  of  the  average  family.  These  large  families  were  so 
emphasized  that  the  public  soon  developed  the  habit  of  thinking 
that  mental  defect  was  inextricably  linked  with  large  families. 
We  know  that  this  is  neither  true  nor  justified.  However,  be- 
fore making  any  dogmatic  statements  let  us  investigate  the  facts 
and  see  the  real  relationship  between  size  of  family  and  some  of 
the  observed  characteristics  of  these  retarded  children.  We  now 
present  the  analysis  of  a  problem  of  research  in  mental  deficiency. 

III.    Analytic  Study  of  a  Specific  Problem  Based  upon  the 
School  Clinic  Material. 

Subject:  Size  of  Family  and  the  Occurrence  of  Certain  Char- 
acteristics in  the  Mentally  Deficient. 

Survey  of  20,473  retarded  children  in  the  public  schools  of 
Massachusetts.  * 

III.    (a)  Introduction  and  General  Consideration 

Next  to  heredity  probably  no  subject  in  mental  deficiency  has 
been  as  popular  as  size  of  family.    We  have  unthinkingly  ac- 

*  The  20,473  first  examinations  comprising  this  study  were  examined  between  the  years 
1921-1930  by  the  following  Directors  of  Psychiatric  School  Clinics:  Dr.  E.  S.  B.  Woodward  of 
the  W.  E.  Fernald  State  School;  Dr.  A.  M.  Patterson  of  the  Wrentham  State  School;  Dr. 
C.  B.  J.  Schorer  of  the  Foxborough  State  Hospital;  Dr.  H.  W.  Whitney  of  the  Northampton 
State  Hospital;  Dr.  G.  A.  Troxell  of  the  Medfield  State  Hospital;  Drs.  Marianna  Taylor, 
Margaret  Ribble  and  Julia  Deming  of  the  Boston  Psychopathic  Hospital.  Thanks  for  co- 
operation during  visits  of  our  workers  are  extended  to  the  clinic  psychiatrists  mentioned  above 
and  to  the  superintendents  of  the  hospitals  and  State  schools  concerned.  They  are:  Dr.  R.  A. 
Greene,  Dr.  C  S.  Raymond,  Dr.  R.  B.  Dexter,  Dr.  E.  W.  Whitney,  Dr.  E.  K.  Holt  and  Dr.  C 
Macfie  Campbell. 
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cepted  the  propaganda  of  the  alarmist  to  the  effect  that  mental 
defectives  have  families  of  prodigious  size ;  that  they  are  flooding 
society  with  children  who  are  below  par  intellectually;  and  that 
civilization  is  in  grave  danger  of  being  overwhelmed  by  them. 
We  cannot  dismiss  these  statements  lightly.  If  they  are  true, 
then  we  have  been  slow  indeed  in  realizing  the  imminence  of 
our  peril.  Let  us  study  the  matter  and  subject  these  statements 
to  the  light  of  cold  facts.  First,  let  us  see  whether  or  not  there  is 
anything  to  the  theory  that  families  involving  mental  defect  are 
larger  than  the  average  in  size.  Second,  let  us  study  the  rela- 
tionship between  size  of  family  and  certain  of  the  characteristics 
observed  in  these  retarded  children.  Mental  defect  has  been 
regarded  as  a  fixed  characteristic  not  amenable  to  any  but  the 
most  powerful  environmental  influences.  Here  is  an  oppor- 
tunity to  test  this  thesis.  Does  size  of  family  in  which  the 
mental  defective  is  born,  and  subsequently  lives,  have  any  effect 
upon  his  characteristics?  If  so,  environment  must  receive  new 
consideration  in  our  study  of  the  mentally  defective. 

Most  of  the  studies  in  reference  to  large  size  of  family  have  been 
based  upon  the  classical  feebleminded  families  or  groups.  While 
this  material  is  very  important,  it  does  not  present  the  complete 
picture  of  the  biological  group  involving  mental  deficiency. 
Instances  in  which  both  parents  are  mentally  defective  (feeble- 
minded) *  are  rather  rare,  and  the  number  of  these  families  is  so 
small  that  their  total  offspring  could  never  be  of  great  moment 
in  the  affairs  of  a  nation,  whatever  the  size  of  the  family.  Our 
knowledge  of  inheritance  tells  us  that  the  larger  total  numbers  of 
mental  defectives  are  going  to  be  born  to  carrier  or  recessive 
unions  rather  than  to  unions  of  mental  defectives.  The  larger 
number  from  these  unions  is  due  to  the  fact  that  there  are  ap- 
proximately six  times  as  many  recessives  who  are  parents  of 
mental  defectives  as  there  are  parents  who  are  themselves  defec- 
tive, f  Thus  to  get  an  accurate  picture  of  the  situation  we  need 
to  study  children  whose  parents  are  not  mentally  defective  as  well 
as  those  who  are  mentally  defective.    What  we  need  to  know  is 


*  In  this  paper  the  following  I.  Q.  designations  apply  to  the  terms  used:  Mentally  Deficient, 
I.  Q.,  0-.89;  Retardates,  I.  Q.,  .70-.89;  Mentally  Defective  or  Feebleminded,  I.  Q.,  0-.69. 

t  Dayton,  N.  A.:  Research  Techniques  in  Mental  Hygiene.  Read  before  the  International 
Congress  for  Mental  Hygiene,  Washington,  D.  C,  May  5-10,  1930.  Unpublished.  Consid- 
ering mental  defect  as  an  independent  Mendelian  unit  character  and  involving  2  per  cent  of 
the  population,  we  could  expect  that  14.1  per  cent  of  parents  of  mental  defectives  would  be 
themselves  mentally  defective  and  85.9  per  cent  would  be  carriers  or  recessives  for  the  trait, 
i.  e.,  genetic  hybrids  but  somatic  normals.  The  newer  data  on  the  inheritance  of  mental  de- 
fect suggests  that  mental  defect  cannot  be  considered  as  a  unit  character  but  should  be  classed 
among  those  made  up  of  multiple  units.  While  this  fact  adds  to  the  complexity  of  the  genetic 
analysis  it  does  not  entirely  destroy  the  value  of  findings  of  the  past  in  this  field.  A  characteris- 
tic made  up  of  multiple  units  will  not  show  a  regularity  in  throw-off  in  accordance  with  the 
Mendelian  ratio.  A  greater  number  and  variety  of  exceptions  may  be  expected  showing  in  a 
typical  bell-shaped  curve  of  distribution.  However,  the  great  mass  of  offspring  will  cling 
about  the  median  and  the  final  results  will  show  a  marked  similarity  to  our  findings  in  study- 
ing the  transmission  of  unit  characters. 
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the  size  of  the  family  for  the  biological  group  in  which  a  mentally 
deficient  child  has  appeared.  After  all,  our  major  problem  con- 
cerns itself  with  the  number  of  mental  defectives  produced  by 
the  entire  biological  group  involving  mental  deficiency  and  not 
the  comparatively  few  born  to  parents  who  are  themselves 
mentally  defective.  Looking  at  the  matter  from  this  larger 
viewpoint,  then,  we  see  the  importance  of  studying  all  families 
in  which  a  mentally  defective  or  retarded  child  has  made  his 
appearance. 

Before  starting  any  study  of  size  of  family,  it  is  necessary  to 
determine  the  degree  of  completion  of  the  families  in  question. 
In  other  words,  are  the  mothers  through  the  reproducing  period? 
If  our  sample  were  composed  of  all  families  in  a  given  community, 
it  would  include  many  young  parents  with  small  families  who 
were  not  yet  old  enough  to  have  had  a  large  number  of  children. 
Completed  families,  then,  are  our  goal.  In  our  present  study  the 
average  age  of  the  mother  at  the  birth  of  these  children  was  29 
years  and  a  fraction  over.  The  average  age  of  the  children  at 
the  time  of  examination  was  11.8  years.  Thus,  these  mothers 
averaged  41  years  of  age  at  the  time  we  conducted  these  examina- 
tions. The  age  of  45  years  is  usually  taken  as  implying  the  com- 
pletion of  the  family.  Our  average  of  41  years  is  under  this 
figure  and  this  fact  would  tend  to  increase  our  average  slightly 
when  the  families  become  complete. 

The  average  number  of  children  ever  born  was  5.6.  This 
average,  of  course,  is  subject  to  the  sampling  error,  and  has  to  be 
corrected  for  this.  The  sampling  error  occurs  through  the  fact 
that  larger  families,  in  providing  a  large  number  of  children,  have 
a  greater  opportunity  to  be  brought  into  our  sample.  This  does 
not  imply  that  mental  defect  or  retardation  occurs  to  a  greater 
extent  in  larger  families,  but  indicates  that  a  family  of  eight 
children,  for  example,  has  eight  times  the  chance  of  presenting  a 
child  to  our  sample  as  a  family  containing  one  child.  After  cor- 
recting the  above  average  for  this  sampling  error,  we  found  that 
our  new  corrected  size  of  family  was  reduced  to  3.9  children. 
Our  next  step  was  to  compare  this  average  with  that  of  the  gen- 
eral population.  In  a  recent  study*  based  on  an  investigation  of 
births  in  635,820  families  for  the  year  1928,  it  was  found  that  the 
average  size  of  a  completed  family  was  3.2  children.  A  previous 
study  by  the  same  writer  based  upon  1,187,000  families  in  1918 
yields  an  average  sized  family  of  3.6.    Still  another  communica- 


*  Burks,  B.  S.:  A  Statistical  Method  for  Estimating  the  Distribution  of  Sizes  of  Completed 
Fraternities  in  a  Population  Represented  by  the  Random  Sampling  of  Individuals.  Jour.  Amer. 
Statis.  Assoc.,  28:  288-394,  Dec,  1933. 
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tion*  based  on  size  of  family  calculated  by  slightly  different 
methods  in  1920  gives  a  figure  of  3.6.  These  samples,  of  course, 
were  taken  from  the  general  population  of  the  United  States.  It 
is  interesting,  also,  to  compare  our  particular  group  of  retarded 
children  with  the  study  made  by  Termanf  on  gifted  school  chil- 
dren, all  of  whom  had  high  intelligence  quotients.  The  average 
size  of  family  was  found  to  be  2.2.  These  averages  are  com- 
parable to  our  corrected  average  of  3.9. 

It  appears  that  the  average  size  of  family  in  mental  deficiency 
tends  to  cling  rather  closely  to  the  averages  for  the  general 
population.  While  our  corrected  average  of  3.9  for  families 
involving  mental  deficiency  is  only  slightly  higher  than  that  of 
families  in  the  general  population  (Graph  II),  for  the  families 
producing  the  more  gifted  children  the  figure  of  2.2  is  very  much 
lower.  Certainly  the  differences  in  particular  reference  to 
mental  defect  are  not  sufficient  to  warrant  very  sweeping 
generalizations. 


GRAPH  II 

Corrected  Average  Number  oj  Children  Ever  Born:  Material  of  this  Study  on 
Retarded  Children  Compared  with  Other  Samples  in  the  General  Population. 

Other  factors  are  elevating  our  average  in  comparison  with 
the  figures  for  the  entire  country.  In  accordance  with  the  1920 
census  for  the  United  States  the  women  in  the  ages  of  15-44  years 
were  84.3  per  cent  native  born  and  15.7  per  cent  foreign  born. 
In  Massachusetts  (1920)  the  proportions  were  native  born,  65.6 
per  cent  and  foreign  born,  34.4  per  cent.  Foreign  born  mothers 
have,  on  the  average,  one  child  more  per  family  than  the  native 
born.    Therefore  the  excess  of  foreign  born  women  of  these  ages 

*  Dublin,  L.  I.,  and  Lotka,  A.  J.:  On  the  True  Rate  of  Natural  Increase.  Jour.  Amer.  Statis. 
Assoc.,  21:  305-339,  Sept.,  1925. 

tTerman,  L.  M.:  Mental  and  Physical  Traits  of  a  Thousand  Gifted  Children,  page  113, 
Stanford  University  Press,  1926. 
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in  Massachusetts  is  throwing  more  of  these  larger  families  into 
our  sample.  The  result  is  to  elevate  our  average  to  a  higher 
level  than  should  be  the  case  in  comparison  with  country  wide 
figures  based  on  a  smaller  proportion  of  foreign  born  mothers.  In 
addition  the  foreign  born  mothers  are  over-represented  in  our 
sample  in  comparison  with  the  numbers  of  foreign  born  women 
15-44  years  in  the  Massachusetts  population.  Considering  both 
of  these  factors  together  there  is  little  doubt  that  our  corrected 
average  of  3.9  children  ever  born  is  falsely  high.  Correcting  for 
the  first  error  reduces  the  size  of  family  to  approximately  3.7  and 
the  second  error  reduces  it  still  further.  Finally  we  reach  a 
figure  which  is  not  incomparable  with  the  averages  of  3.2  and  3.6 
found  by  Burks  and  Lotka  for  the  entire  country. 

It  should  not  be  inferred  from  this  material  that  foreign  born 
mothers  are  having  more  mentally  defective  children  than  native 
born  mothers  in  proportion  to  the  total  number  of  children  ever 
born  to  each  group.  Such  a  conclusion  is  not  justified.  The 
foreign  born  mother  has  about  one  more  child  per  family  than 
the  native  born  mother.  This  larger  number  of  children  born 
gives  them  the  opportunity  of  having  a  greater  number  of  men- 
tally defective  children.  The  total  number  per  family  may  be 
larger,  but  the  relative  proportions  per  family  are  not  larger. 
The  situation  may  be  demonstrated  by  comparing  a  family  of 
three  children  with  a  family  of  twelve  children.  The  family  of 
twelve  children  may  have  four  times  as  many  mental  defectives 
as  the  three-child  family.  This  does  not  prove  that  mental  de- 
fect occurs  to  a  greater  extent  in  large  families.  It  shows  simply 
that  the  family  of  twelve  children  is  four  times  as  large  as  the 
family  of  three  children  and,  therefore,  may  be  expected  to  show 
four  times  as  much  of  any  chosen  characteristic,  be  it  mental 
defect,  blue  eyes  or  clubfoot.  This  reasoning,  of  course,  would 
refer  to  the  chance  appearance  of  a  characteristic  in  a  large 
number  of  families.  The  genetic  constitution  of  the  parents 
would  be  the  final  arbiter  in  any  single  family,  of  course. 

The  well-known  fact  of  a  decreasing  size  of  family  in  the  United 
States  is  also  affecting  our  results.  As  we  study  size  of  family  in 
previous  years  we  find  that  larger  families  were  the  rule.  For 
example,  in  1900  the  average  size  of  family  was  found  to  be 
4.1  (Report  of  Immigration  Commission  —  1911).  Burks  and 
Lotka  present  averages  of  3.6,  3.6  and  3.2  for  the  years  1918, 
1920  and  1928.  The  children  of  our  group  were  born  at  a  point 
nearer  1900  than  the  last  figures  of  1928.  Therefore,  we  could 
expect  that  size  of  family  in  our  group  would  be  larger  than  the 
results  of  Burks  and  Lotka  due  simply  to  the  element  of  year  of 
birth.    Our  size  of  family  may  be  larger  without  the  finding 
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having  any  significance  in  reference  to  mental  deficiency.  What- 
ever significance  exists  is  in  connection  with  the  birth  of  our  group 
at  a  time  when  larger  families  were  the  general  rule. 

It  is  sometimes  difficult  for  readers  to  differentiate  between 
the  number  of  children  ever  born  and  the  order  of  birth.  We  do 
not  discuss  the  order  of  birth  in  the  present  communication,  and 
our  results  have  no  connection  with  it.  If  we  observe  in  a  chart 
that  a  certain  characteristic  exists  in  greater  proportion  in  the 
large  families,  this  does  not  in  any  way  imply  that  it  is  associated 
with  the  later  orders  of  birth.  For  example,  in  our  families  of 
six  children  ever  born,  the  retarded  and  mentally  defective  chil- 
dren occur  in  all  orders  of  birth.  They  may  be  first  born,  second 
born,  third  born,  fourth  born,  fifth  born  or  sixth  born.  All  of  the 
orders  of  birth  are  mixed.  Our  only  premise  is  that  a  certain 
number  of  the  children  examined  came  from  six-child  families, 
and  these  children  from  six-child  families  show  certain  traits  or 
characteristics. 

Before  proceeding  with  our  study  of  the  specific  relationship 
between  size  of  family  and  other  factors,  we  wish  to  introduce  a 
discussion  of  two  or  three  topics  which  may  serve  to  clarify  the 
general  theme.  First,  in  which  grade  did  the  child  first  find  diffi- 
culties, or  in  which  grade  was  he  first  unable  to  earn  promotion? 
Table  2  presents  these  data  for  these  first  examinations  and  shows 
that  70  per  cent  of  the  children  examined  first  failed  in  the  first 
grade.  Twelve  per  cent  failed  first  in  the  second  grade,  and 
5  per  cent  had  their  first  failure  in  the  third  grade.  Thus,  82  per 
cent  of  these  mentally  deficient  children  met  their  first  failure  in 
either  the  first  or  the  second  grade.  We  would  rather  expect 
that  because  these  children  presented  different  degrees  of  intel- 
ligence they  would  show  a  greater  spread  in  the  grade  first  failed. 


Table  2  —  Grade  First  Failed  in  20,473  Retarded  School  Children 
Examined:  Percentage  Distribution 


Grade  First  Failed 

Per  cent 

70 

12 

Third  

5 

Fourth  

3 

Fifth  

1 

8 

Total  

100 

1.33 

125 


The  average  mental  age  of  the  group  at  the  time  they  entered 
school  was  4.3  years.  Thus,  from  the  very  first  day  these  chil- 
dren met  with  difficulties  in  profiting  by  the  scholastic  oppor- 
tunities offered  them,  and  the  low  mentality  with  which  they 
started  upon  their  school  career  made  failure  inevitable  from  the 
start.  This  result  shows  us  some  of  the  difficulties  encountered 
by  our  first  grade  teachers  in  attempting  to  teach  material  re- 
quiring a  six-year  mental  age  level,  for  instance,  to  four-year  old 
intelligences.  The  remarkable  part  of  this  finding  is  that  any 
of  these  children  pass  the  first  grade,  particularly  as  so  few  of 
them  are  in  the  upper  intelligence  quotient  groups.  Yet,  we 
note  that  30  per  cent  did  pass  the  first  grade  work. 

The  next  general  point  we  wish  to  discuss  is  in  connection  with 
the  number  of  years  these  children  were  retarded  at  the  time  they 
were  brought  to  the  school  clinic  for  examination.  The  first 
school  clinic  law  of  1919  stated  that  children  who  were  three 
years  retarded  should  be  examined  by  a  clinic  approved  by  the 
Department  of  Mental  Diseases.  However,  cases  other  than 
three-year  retardates  could  be  examined  with  the  consent  of  the 
parents.  All  of  the  clinics  sponsored  early  examinations  of  the 
backward  child  at  the  first  signs  of  retardation.  In  certain 
schools  this  program  was  wholeheartedly  endorsed,  and  the 
clinic  psychiatrists  were  able  to  make  a  diagnosis  and  recommen- 
dation quite  early  in  the  school  fife  of  many  children. 


Table  3  —  Number  of  Grades  Retarded  at  Time  of  Examination  of 
20,473  Retarded  School  Children.    Percentage  Distribution. 


Nuubeb  of  Grades  Retarded 

Per  cent 

7 

One  

16 

Two  

25 

Three  

27 

Four+  

25 

Total  

100 

Average  number  of  grades  retarded  ...... 

2.57 

Table  3  gives  the  percentages  of  children  who  were  one  year 
retarded,  two  years  retarded,  etc.,  at  the  time  of  examination. 
Here  we  note  that  7  per  cent  of  the  cases  presented  no  retarda- 
tion. These  comprised  the  children  with  various  behavior  or 
personality  difficulties.  Sixteen  per  cent  were  retarded  one 
year;  25  per  cent,  two  years;  27  per  cent,  three  years;  and  25 
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per  cent,  four  or  more  years.  The  latter  group  is  composed 
largely  of  cases  which  had  accumulated  within  the  schools  and 
were  referred  in  large  numbers  when  the  clinics  first  started 
their  State-wide  examination  in  1921.  By  totaling  the  percent- 
ages we  find  that  25  per  cent  of  our  children  were  retarded  four 
or  more  years:  52  per  cent  were  retarded  three  or  more  years; 
and  77  per  cent  were  retarded  two  or  more  years.  On  the  basis 
of  the  law,  we  would  expect  to  see  this  table  made  up  almost  en- 
tirely of  cases  which  were  three  or  more  years  retarded.  How- 
ever, we  note  that  4S  per  cent  were  retarded  two  years  or  less. 

In  the  preceding  paragraphs  we  have  seen  that  70  per  cent  of 
our  children  failed  to  pass  the  first  grade,  and  that  they  were 
retarded  an  average  of  2.5  years  in  their  school  work.  Our  next 
question  is  to  find  out  the  exact  age  at  which  they  finally  came 
up  to  us  for  examination.  Table  4  presents  the  chronologic  age 
at  the  time  of  examination  of  these  20,473  school  children,  and 
gives  the  percentage  distribution  of  the  cases  in  the  respective 
age  groups.  The  smallest  percentages  are  seen  at  the  two  ex- 
tremes of  the  distribution.  Children  who  were  six  years  old  at 
the  time  of  their  examination  and  those  who  were  sixteen  or 
more  each  show  only  2  per  cent  of  cases.  The  largest  percentage 
occurs  in  the  children  who  were  thirteen  years  of  age  at  the  time 
of  examination,  that  of  15  per  cent.  The  twelve  year  old  group 
is  next  in  order  of  importance  with  14  per  cent  and  the  eleven 
and  fourteen  year  old  groups  show  13  per  cent  each.  Seventy- 
six  per  cent  of  all  examinations  were  made  when  the  children 


Table  4  —  Chrortolo<jic  Age  at  Time  of  Examination  of  20,^73 
Retarded  School  Children:  Percentage  Distribution 


Cescxologic  Age  at  Ttmt  of  Examtxatiox 

Per  cent 

Sir    .                       .        .        .        .       .       .       .  . 

2 

5 

8 

Nine  

10 

Tea  

11 

Eleven  

13 

Twelve  

14 

Thirteen  

15 

13 

Fifceea  

Sixteen  +  

7 

2 

Total  

100 

11.8 
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were  between  9  and  14  years  of  age,  inclusive,  while  53  per  cent 
of  all  examinations  fell  between  the  ages  of  10  and  13  years, 
inclusive.  The  average  age  at  which  all  cases  were  examined  is 
11.8  years. 

This  average  age  of  11.8  years  at  the  time  of  examination  in- 
troduces a  rather  perplexing  element  into  our  discussion.  We 
know  that  70  per  cent  of  our  children  failed  in  the  first  grade, 
and  that  they  averaged  2.5  years  retarded.  We  would  infer  that 
these  children  who  failed  in  their  first  year  were,  let  us  say,  about 
7  years  of  age.  Thus,  if  we  add  to  this  the  two  and  a  half  years 
of  retardation,  we  would  expect  that  they  would  come  up  for 
examination  when  they  were  about  9  or  10  years  of  age.  Yet, 
we  find  them  appearing  two  years  later,  at  11.8  years.  This 
difference  may  be  accounted  for  by  the  fact  that  these  children 
were  promoted  in  some  of  their  grades.  That  is,  they  did  not 
reach  the  deadline  of  being  three  years  retarded  until  somewhat 
over  the  age  of  11  years.  They  must  have  succeeded  in  passing 
the  early  grades  even  though  their  mental  ages  were  not  up  to  the 
requirements  of  these  grades.  It  is  possible  that  a  child  of  .70 
L  Q.  who  entered  school  with  a  mental  age  of  4.2  years  might  be 
able  to  pass  the  first  grade  work  at  the  end  of  his  second  year  in 
that  grade  or,  in  other  words,  when  his  mental  age  was  approxi- 
mately b]/2  years.  Though  he  may  finally  succeed  in  passing 
the  first  grade,  he  will  immediately  meet  with  difficulties  in  enter- 
ing the  second  grade  because  here  he  is  attacking  work  requiring 
a  mental  age  of  7  years  with  a  mentality  equivalent  to  only  5J/o 
years.  His  difficulties  in  the  second  grade  will  be  commensu- 
rate with  his  lack  of  mental  equipment  to  meet  these  second 
grade  problems,  and  again  he  will  fail.  In  other  words,  our 
children  do  not  fail  in  the  first  grade  and  then  continue  to  remain 
there.  They  are  able  to  complete  the  first  grade  work  after  a 
second  year  in  that  grade  because  of  the  fact  that  their  mental 
age  has  increased  and  approaches  the  mental  age  requirements 
of  the  first  grade.  However,  when  they  are  finally  promoted  to 
the  second  grade,  they  will  have  to  remain  in  that  grade  until 
their  mental  age  again  equals  the  mental  requirements  of  that 
grade.  This  process  repeats  itself  in  each  grade  until  the  child 
is  referred  for  examination  finally.  We  see  evolved  for  us  here  an 
almost  standard  formula.  These  children  remain  in  each  grade 
for  approximately  two  years,  and  do  not  become  three  years  re- 
tarded until  they  have  been  in  school  for  approximately  six  years. 
This,  of  course,  applies  to  a  discussion  of  the  average  case. 
There  are  exceptions  in  both  directions  but,  in  the  main,  this 
general  plan  appears  to  apply  to  the  majority  of  children  coming 
up  for  examination.    One  hopeful  fact  stands  out  in  our  results, 
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and  that  is  that  children  are  coming  up  for  examination  at  earlier 
ages  as  time  goes  on.  When  school  superintendents  realize  that 
even  one  year  of  retardation  means  the  possibility  of  future  diffi- 
culties in  the  life  of  the  child,  they  co-operate  in  having  these 
children  examined  and  placed  as  soon  as  possible.  If  we  can 
diagnose  these  cases  early,  and  make  recommendations  for  their 
instruction  or  placement,  we  shall  help  not  only  the  child  but  the 
school  authorities  as  well  in  dealing  with  the  problem  of  retarda- 
tion. 

Ill  —  (6)    Size  of  Family  and  Intelligence  Quotient  of  Children 

Examined 

At  this  point  we  turn  our  interest  to  the  association  between 
size  of  family  and  the  average  intelligence  quotient  of  our  group 
of  retarded  or  mentally  defective  children.  Is  there  any  evi- 
dence to  the  effect  that  children  coming  up  for  examination  from 
the  smaller  families  will  show  higher  or  lower  intelligences  than 
children  from  the  larger  families? 


AVERAGE  INTELLIGENCE  QUOTIENT  OF  CHILDREN  FROM 

FAMILIES  OF  OHE  TO  TEN  PLUS  SIBLINGS  EVER  BORN 

7J.2 

724{3)~ 

GRAPH  III 

Size  of  Family  and  Average  Intelligence  Quotient  of  Children  Examined 


Graph  III  gives  us  the  average  intelligence  quotient  of  children 
born  in  families  of  different  size.  It  will  be  noted  that  the  highest 
average  intelligence  quotients  occur  in  the  children  born  in  the 
smaller  families,  while  the  lower  average  intelligence  quotients 
occur  in  the  children  from  the  larger  families.    The  high  average 
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of  73.5  occurs  in  the  families  of  two  children,  and  the  low  average 
of  68.9  in  the  family  group  composed  of  ten  or  more  children. 
These  differences  may  not  seem  very  great,  but  we  must  remember 
that  we  are  dealing  with  a  large  sample  of  20,473  families.  The 
smallest  group,  the  one-child  family,  is  composed  of  over  900 
families,  and  the  nine-child  group  with  1,175  families  is  the  only 
other  one  presenting  less  than  1,600  families.  Five  groups  pre- 
sent over  2,000  cases  each,  with  the  highest  number  of  all  occur- 
ring in  the  four  sibling  group  with  2,564  families.  The  consist- 
ency of  the  trend  in  a  sample  composed  of  this  number  of  cases 
rather  leads  us  to  believe  that  we  are  viewing  a  fact  of  con- 
siderable significance.  Its  interpretation,  of  course,  is  a  some- 
what different  matter.  Any  conclusion  to  the  effect  that  the 
small  family  produces  superior  children  is  unwarranted  without 
a  study  of  other  factors.  Other  valuable  data  follow  which  may 
assist  us  in  this  matter,  so  let  us  postpone  further  judgment  until 
we  have  had  an  opportunity  to  correlate  our  other  findings  with 
this  result. 

Ill  —  (c)  Size  of  Family  and  Average  Number  of  Children  Other 
than  the  Patient,  Found  to  be  Mentally  Defective  or  Retarded 

Let  us  now  consider  the  relationship  between  size  of  family 
and  the  occurrence  of  retardation  or  mental  defect  in  the  brothers 
or  sisters  of  the  patient.  In  our  sample  we  have  a  group  of 
families  of  different  size.  These  families  have  presented  a  re- 
tarded or  mentally  defective  school  child  to  one  of  our  clinics  for 
examination.  We  would  like  to  know  whether  or  not  any  other 
children  in  this  family  are  retarded  in  school  work  or  mentally 
defective.  We  know  that  we  have  at  least  one  child  from  each 
of  our  20,473  families  who  falls  in  one  or  the  other  of  these  cate- 
gories. Now  let  us  study  the  other  children  in  the  family  who 
may  be  affected  by  the  same  mental  condition.  Then  we  shall 
be  able  to  determine  whether  or  not  these  factors  tend  to  occur 
in  greater  frequency  in  the  small  or  the  large  families. 

Our  data  give  us  the  number  of  other  children  retarded  and 
the  number  of  other  children  mentally  defective  in  each  family, 
exclusive  of  the  child  examined.  The  public  schools  have  an  ex- 
cellent opportunity  to  observe  all  of  the  siblings  born  in  our 
families.  For  instance,  a  family  of  four  or  five  children  may 
have  had  all  of  them  in  school  at  one  time.  Thus,  all  of  these 
children  could  have  been  examined  by  the  clinic  at  one  time  or 
another.  Some  time  ago  our  findings  on  order  of  birth  were 
criticized  by  a  writer  who  stated  that  there  was  more  oppor- 
tunity for  the  loading  of  the  middle  orders  of  birth  because  of  the 
fact  that  the  middle  of  the  large  families  would  be  in  school,  while 
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the  first  born  would  have  already  left  school  and  the  later  born 
were  still  in  the  pre-school  ages.  This  reasoning  fails  to  take  into 
consideration  certain  facts.  In  previous  studies  we  have  noticed 
that  there  is  little  disturbance  in  the  order  of  birth  of  retardates 
or  of  mental  defectives.  *  Thus,  there  is  no  great  chance  that  we 
will  have  more  of  the  first  children  of  ten-child  families,  for 
example,  than  we  will  have  tenth  children  of  ten-child  families. 
We  know  that  there  is  a  constant  parade  of  families  of  varying 
size  through  the  public  schools.  While  we  may  be  getting  the 
first  born  of  certain  families,  we  are  catching  the  middle  born  of 
other  families  and  the  last  born  of  still  other  families,  and  our 
sample  is  balanced.  There  is  no  particular  reason  to  believe 
that  we  have  more  of  one  of  these  three  possibilities  occurring  in 
families  passing  children  through  our  schools  than  another.  Our 
families  will  tend  to  distribute  themselves  quite  uniformly  in 
this  respect. 

At  this  point  a  brief  description  of  our  classification  is  neces- 
sary in  order  that  there  may  be  no  confusion.  A  sibling  of  the 
child  examined  has  been  classified  as  a  mental  defective  (I.  Q.  .69 
or  less)  if  he  has  been  so  diagnosed  by  one  of  our  clinics,  or  if 
reliable  information  to  that  effect  is  available  from  another 
source.  He  has  been  designated  as  a  retardate  if  he  has  been 
examined  by  a  clinic  and  found  to  have  an  intelligence  quotient 
of  .70-.89  or  is  two  or  more  years  retarded  in  his  school  work. 

In  Table  5  and  Graph  IV  we  give  the  average  number  of  chil- 
dren who  were  retarded  or  mentally  defective,  exclusive  of  the 
patient,  in  families  of  specified  sizes.  In  the  two-child  families 
an  average  of  .12  other  children  per  family  were  recorded  as 
being  retarded.  There  is  then  a  gradual  increase  throughout 
the  various  sizes  of  family  until  we  find  that  in  the  ten-child 
families  an  average  of  1.01  other  children  were  retarded,  exclusive 
of  the  patients.  In  the  two-child  families  an  average  of  .08 
children  per  family  were  found  to  be  mentally  defective,  and  we 
see  a  gradual  increase  up  to  the  ten-child  families  where  an  aver- 
age of  .80  children  per  family  were  found  to  be  mentally  defective. 

At  first  glance  Graph  IV  appears  to  suggest  that  there  is  more 
retardation  and  mental  defect  in  large  families  than  in  the  smaller 
families.  However,  we  must  remember  that  our  larger  families 
have  a  greater  opportunity  to  present  a  larger  number  of  re- 
tardates or  mental  defectives  merely  because  of  the  fact  that  a 
larger  number  of  children  were  born  in  those  families.  Theo- 
retically, a  family  of  nine  children  should  have  twice  as  much 
retardation  or  mental  defect  in  other  children  as  a  five-child 


*  Dayton,  N.  A.:  Order  of  Birth  and  Size  of  Family  in  Mental  Deficiency.  Am.  Jour,  of 
Psychiatry,  8:  979-1005,  May,  1929. 
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GRAPH  IV 

Size  of  Family  and  Average  X umber  of  Children  {Excluding  the  Patieni)  Pound 
to  be  Retarded  or  Mentally  Defective 

family.  In  these  calculations  we  are  excluding  the  patient  him- 
self. Thus,  the  nine-child  family  would  present  only  eight  other 
children  who  might  be  mentally  defective  or  retarded,  while  the 
five-child  family  would  present  only  four  other  children  who  could 
be  retarded  or  mentally  defective.  Thus,  the  2:1  ratio  is  carried 
out.  In  Table  5  the  nine-child  families  presented  an  average 
number  of  .96  siblings  who  were  retarded,  while  the  five-child 
families  presented  .49  other  children  who  were  retarded.  Again, 
the  nine-child  families  presented  .60  other  children  who  were 
mentally  defective,  while  the  five-child  families  presented  .30 
other  children  who  were  mentally  defective.  Thus,  the  2:1 
proportion  is  carried  out  almost  in  detail. 


Table  5.  —  Size  of  Family  and  Average  X umber  of  Siblings  Re- 
tarded and  Merit-ally  Defective,  Excluding  Patient 


Siblings 
Eveb  Born 

Total 

Two 

Three 

Four 

Five 

Six 

Seven 

Eight 

Nine 

Ten- 

Retarded  . 

.55 

.12 

24 

.45 

.49 

.65 

.79 

.85 

.96 

1.01 

Mentally  defec- 

tive 

.35 

.08 

.16 

.18 

.30 

.36 

.45 

.53 

.60 

.80 

Total 

.90 

.20 

.40 

.63 

.79 

1.01 

1.24 

1.38 

1.56 

1.81 

From  the  above,  we  may  expect  our  averages  to  increase  with 
the  size  of  family.    To  correct  for  this  misleading  increase  it  is 
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necessary  to  change  our  attack.  We  have  been  discussing  the 
average  number  of  children  retarded  or  mentally  defective  per 
family.  Now  we  convert  our  figures  to  another  basis  and  discuss 
these  average  numbers  in  relation  to  each  other  child  born.  This 
is  attained  as  follows:  In  Table  5  the  recorded  averages  for  re- 
tardation and  mental  defect  apply  to  all  of  the  other  children  in 
the  family.  Therefore,  when  we  speak  about  retardation  or 
mental  defect  in  a  three-child  family  we  really  are  referring  to  the 
existence  of  these  factors  in  the  two  children  other  than  the  patient. 
This  is  true  because  the  patient  himself  made  up  the  first  child 
who  brought  that  family  into  our  sample.  To  correct  this  situa- 
tion we  must  subtract  one  child  (the  patient)  from  the  total 
number  of  children  ever  born  in  each  size  of  family  and  then 
divide  the  averages  as  recorded  in  Table  5  by  the  resulting  num- 
ber. For  instance,  in  the  two-child  families,  the  child  examined 
(the  patient)  makes  up  one-half  of  the  family,  and,  consequently, 
the  averages  for  retardation  and  mental  defect  in  the  siblings  can 
apply  only  to  one  child,  the  one  remaining.  In  the  five-child 
families  the  recorded  averages  for  retardation  and  mental  defect 
as  shown  in  Table  5  apply  to  the  four  siblings  of  the  patient. 
Therefore,  we  divide  the  averages  of  this  group  by  four.  Carry- 
ing along,  we  see  that  in  the  eight-child  families  we  divide  the 
observed  averages  by  seven.  In  each  family  we  divide  the 
average  by  the  specified  size  of  family  minus  one  child  (the  child 
examined).  This  gives  us  the  true  average  number  of  other 
children  retarded  or  mentally  defective  per  other  child  born,  for 
each  size  of  family.  If  we  carry  out  this  calculation  in  detail  we 
will  be  able  to  ascertain  whether  retardation  or  mental  defect 
in  siblings  occurs  in  greater  frequency  in  small  or  large  families. 

Table  6.  —  Children  Ever  Born  and  Average  Number  of  Siblings 
(Excluding  Patient)  Regarded  or  Mentally  Defective^  Per 
Other  Child  Born 


Mental  Statcs  or 


Ncmber  or  Children-  Eveb  Born 


Siblings 
(excluding  patient) 

2 

3 

4 

5 

6 

7 

8 

9 

10  + 

Retarded 

Mentally  defective 

120 
.080 

.120 
080 

.150 
.060 

.122 
.075 

.130 
.075 

.131 
.075 

.121 
.075 

.120 
.075 

.112 
.088 

Total 

.200 

.200 

.210 

.197 

.202 

206 

.196 

195 

200 

In  Table  6  and  Graph  V,  we  see  that  approximately  .125  of  the 
other  children  in  each  size  of  family  are  retarded  (I.  Q.  .70-.89) 
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for  each  other  child  born  in  the  family.  In  addition,  approxi- 
mately .075  of  the  other  children  in  the  family  are  mentally  de- 
fective (I.  Q.  .0-.69)  per  other  child  born.  Thus,  the  retardates 
occur  more  often  than  mental  defectives  in  a  5:3  ratio  (.125:. 075). 
Considering  both  groups  together,  we  find  that  an  average  of  .20 
of  the  other  children  are  either  retarded  or  mentally  defective 
(I.  Q.  .0-89).  There  is  a  remarkable  consistency  in  the  average 
for  retardation  and  mental  defect  per  other  child  born  through- 
out all  of  the  families  of  various  size.  The  size  of  family  seems 
to  have  little  or  no  association  with  the  amount  of  retardation 
or  mental  defect  observed  in  siblings.  Approximately  the  same 
proportions  of  these  two  factors  appear  in  siblings  of  the  patient 
in  families  of  any  size,  small  or  large. 

AVERAGE  NUMBER  PER  OTHER  &BUNG 
I         I  RETARDED 

mam  memtall  r  detect/ye 


<S-/&/_/A/GS  E^EG  BORA/ 


GRAPH  V 

Size  of  Family  and  Average  X umber  of  Children  (Excluding  the  Patient)  Found 
to  be  Retarded  or  Mentally  Defective  per  Other  Child  Born 

It  might  be  well  to  explain  that  the  ratio  in  other  children 
affected  is  not  explained  by  the  same  proportion  of  five  retardates 
to  three  mental  defectives  in  the  original  children  examined. 
The  original  examinations  constituting  this  particular  study  are 
approximately  one-half  mental  defectives  and  one-half  retard- 
ates. Therefore,  if  the  proportion  were  the  deciding  element,  we 
would  expect  to  see  retardation  and  mental  defect  in  siblings 
presenting  a  1:1  proportion,  and  not  the  5:3  ratio  observed. 

We  notice  in  both  Tables  5  and  6  that  retardation  occurs  much 
more  frequently  than  actual  mental  defect.  From  the  view- 
point of  genetics  it  is  encouraging  to  observe  this  result.  One 
mental  defective  does  not  necessarily  mean  a  family  of  defectives. 
The  other  children  may  be  of  the  same  mental  attainments  or  of 
the  higher  intellectual  groupings.    Let  us  estimate  the  chance 
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appearance  of  mental  defectives,  retardates  or  normals  based 
upon  our  results.  There  are  three  chances  that  other  children 
born  in  these  families  will  be  mentally  defective,  five  chances 
that  they  will  be  retarded  and  thirty-two  chances  that  they  will 
be  average  or  normal. 

In  the  field  of  biology  we  are  accustomed  to  seeing  other 
characteristics,  such  as  height,  show  a  tendency  to  revert  to  the 
average  for  the  race.  Here  we  observe  a  tendency  for  families  to 
present,  not  a  series  of  mental  defectives  when  one  mental  de- 
fective or  retardate  has  been  born,  but  rather  a  mixture  of 
mental  defectives,  children  of  higher  grade  (the  retardates)  and 
normals.  In  other  words,  we  have  the  suggestion  that  intelli- 
gence also  is  showing  a  tendency  to  revert  to  the  average  or 
normal  for  the  race.  We  know  that  our  present  sample  is  com- 
prised of  families  who,  in  the  main,  do  not  present  an  obvious 
mental  defect  in  the  parents.  If  mental  defect  is  recessive  in  the 
great  majority  of  the  parents  it  is  also  encouraging  to  observe 
that  the  tendency  of  recessive  unions  is  to  produce,  in  the  off- 
spring, a  greater  number  of  borderline  individuals  (the  retard- 
ates) than  frank  mental  defectives. 

These  findings  are  subject  to  certain  qualifications  and  should 
not  be  applied  to  single  families.  A  large  group  of  families  in- 
volving mentally  defective  and  retarded  children  would  probably 
present  similar  findings,  but  the  possibilities  for  variation  in  a 
single  family  are  tremendous.  In  addition,  we  should  recall 
that  a  differential  mortality  makes  it  necessary  that  the  child 
under  discussion  should  be  about  12  years  of  age  when  we  apply 
the  formula  to  a  group  of  families.  Mortality  in  mental  defect 
is  2,  3  or  4  times  that  of  normal  children  of  the  same  ages.* 
These  results  will  be  very  conservative  for  the  reason  that  a 
greater  proportion  of  the  defective  or  retarded  children  have 
died  and  have  left  a  larger  proportion  of  normals.  When  we 
examine  our  child  of  12  years  of  age  and  study  the  mental  con- 
dition of  the  siblings,  we  are  confined  to  the  living  mental  de- 
fectives or  retardates  and  the  living  normals.  Relatively  more 
of  the  mentally  defective  or  retarded  siblings  will  have  died. 
Our  results,  therefore,  will  be  conservative  in  showing  fewer 
mental  defectives  or  retardates  and  more  normals  than  these 
groups  would  show  at  birth. 

The  averages  as  outlined  in  Table  6  may  seem  a  little  difficult 
to  the  casual  reader,  as  it  is  quite  obvious  that  in  no  family  could 
we  have  twenty-hundredths  of  a  child  retarded.  Let  us  simplify. 
When  we  say  that  if  a  family  has  one  child  retarded  or  mentally 

*  Dayton,  N.  A.:  Mortality  in  Mental  Deficiency  Over  a  Fourteen-Year  Period:  Analysis  of 
8,976  Cases  and  878  Deaths  in  Massachusetts.  Proc.  Amer.  Assoc.  Study  of  Feebleminded, 
pp.  127-212,  May  25-28,  1931. 
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defective  it  will  be  found  that  twenty-hundredths  of  the  other 
children  will  be  retarded  or  mentally  defective,  we  mean  that 
these  averages  would  have  to  be  applied  to  a  large  number  of 
families.  For  instance,  let  us  take  a  group  of  two-child  families. 
If  one  child  was  found  to  be  retarded  or  mentally  defective  in 
these  families,  then  in  one  family  out  of  five  we  could  expect  the 
other  child  would  be  retarded  or  mentally  defective.  The  re- 
maining four  families  would  have  but  a  single  child,  the  patient, 
retarded  or  defective,  and  the  other  child  would  be  normal.  In 
the  families  of  three  children,  two  out  of  five  families  would  show 
a  retarded  or  mentally  defective  child  among  the  other  children, 
in  addition  to  the  patient.  In  the  five-sibling  families,  four  out 
of  every  five  families  would  show  one  other  child  who  is  retarded 
or  mentally  defective.  When  we  come  to  the  nine-child  families 
we  meet  a  situation  in  which  more  than  one  child  may  be  re- 
tarded. Approximately  one-half  of  the  nine-child  families  will 
show  on  the  average  one  other  child  in  the  family  who  is  retarded 
or  mentally  defective.  The  other  half  of  these  families  will  have 
two  other  children  so  affected.  We  must  remember  that  these 
estimates  are  based  on  the  average  expectation.  In  an  actual 
distribution  we  would  find  occasional  families  who  would  show  all 
of  the  children  retarded,  all  mentally  defective,  or  mixed,  in 
differing  proportions.  These  chance  fluctuations  present  such 
infinite  possibilities,  and  the  calculations  are  so  involved,  that  we 
are  not  going  into  the  matter  here.  It  would  befog  rather  than 
clarify  our  understanding  of  the  basic  principle  involved. 

The  consistency  of  these  results  does  much  to  return  our  interest 
to  the  inheritance  of  mental  defect.  Can  extrinsic  factors  such  as 
birth  injuries  or  accidents,  illnesses,  environmental  influences 
or  racial  differences  explain  or  account  for  the  mathematical 
precision  of  these  findings?  We  know  that  all  of  the  above- 
mentioned  factors  vary  considerably  in  families  of  different  size, 
and  yet  our  findings  show  us  that  almost  exactly  the  same  pro- 
portions of  retardation  and  mental  defect  may  be  expected  in 
siblings  regardless  of  all  of  these  influences. 

Ill — (d)    Size  of  Family  and  Average  Grade  Accomplishment  in 
Reading,  Language  and  Arithmetic  of  Children  Examined 

A  very  ingenious  and  valuable  section  of  the  Fernald  Ten- 
Point  Scale  examination  is  known  as  the  ''School  Test."  This 
test  has  no  relation  to  the  usual  test  for  the  determination  of 
mental  age,  but  registers  the  actual  accomplishment  of  the  child 
in  his  various  school  subjects.  We  shall  now  study  the  relation- 
ship between  size  of  family  and  the  grade  accomplishment  in 
various  school  subjects.    In  order  to  keep  the  present  communi- 
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cation  within  reasonable  bounds  it  has  been  necessary  to  condense 
several  of  our  headings.  Therefore,  we  have  selected  the  school 
subjects  of  reading,  language  and  arithmetic  as  representing 
different  mental  processes.  Graph  VI  and  Table  7  present  the 
average  grade  accomplishment  of  our  children  from  families  of 
different  size,  in  language,  arithmetic  and  reading.  As  a  whole, 
they  show  the  highest  standing  in  language,  an  average  of  3.49. 
This  means  that  they  averaged  an  accomplishment  equivalent  to 
the  requirements  of  the  middle  of  the  third  grade.  In  arithmetic 
they  made  the  second  highest  standing,  an  average  of  3.22.  In 
reading  they  made  the  poorest  showing  with  an  average  of  3.15. 
The  latter  finding  is  rather  unusual.  Ordinarily  we  would  not 
expect  the  retarded  or  mentally  defective  child  to  show  a  greater 
accomplishment  in  language  or  arithmetic  than  in  reading. 
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GRAPH  VI 

Size  of  Family  and  Average  Grade  Accomplishment  in  Language,  Reading  and 

Arithmetic 

In  Graph  VI  we  observe  that  each  of  the  different  subjects 
presents  a  different  trend.  The  curve  for  school  accomplishment 
in  language  is  U-shaped.    We  see  high  accomplishment  in  small 
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families,  lower  accomplishment  in  medium-sized  families,  and 
higher  accomplishment  again  in  the  larger  families,  particularly 
those  of  eight  and  nine  children.  In  so  far  as  the  families  with 
ten  plus  children  are  composed  of  several  different  sizes  of  family, 
we  will  momentarily  dismiss  them  from  our  discussion.  The 
accomplishment  in  arithmetic  shows  a  rather  different  distribu- 
tion. Here  we  see  the  least  accomplishment  in  the  small  families 
and  much  higher  accomplishment  in  the  larger  families.  Only 
in  the  school  subject  of  reading  do  we  get  a  trend  similar  to  that 
shown  in  Graph  III  on  the  average  intelligence  quotient.  Here 
we  have  a  high  average  grade  accomplishment  in  the  smaller 
families,  a  gradual  decrease  as  the  size  of  family  increases,  and 
the  lowest  average  accomplishment  in  the  largest  families. 


Table  7.  —  Size  of  Family  and  Average  Grade  Accomplishment 
in  Language,  Reading  and  Arithmetic 


Siblings 
Ever  Born 

Total 

One 

Two 

Three 

Four 

Five 

Language 

3.49 

3.54 

3.48 

3.42 

3.44 

3.39 

Reading 

3.15 

3.35 

3.26 

3.13 

3.11 

3.03 

Arithmetic 

3.22 

3.16 

3.17 

3.13 

3.17 

3.14 

Siblings 
Ever  Born 

Six 

Seven 

Eight 

Nine 

Ten  + 

Language 

3.40 

3.46 

3.48 

3.54 

3.39 

Reading 

3.04 

3.06 

3.03 

3.09 

2.96 

Arithmetic 

3.14 

3.28 

3.24 

3.29 

3.21 

Although  we  can  make  no  sweeping  conclusions  from  the 
results  as  shown  in  Graph  VI,  it  would  seem  justifiable  to  say  that 
reading  is  more  accurately  tested  by  the  examination  assigned  to 
determine  mental  age  than  are  either  of  the  other  two  grade 
subjects.  There  is  practically  a  merging  of  the  curves  on  reading 
and  I.  Q.  distribution  (compare  Graphs  III  and  VI).  Language 
shows  a  tendency  to  follow  the  I.  Q.  curve  in  families  from  one  to 
five  siblings.  Then  it  departs  radically  by  turning  upward  when 
the  I.  Q.  curve  continues  downward.  The  curve  for  accomplish- 
ment in  arithmetic  shows  an  almost  total  disagreement  with  the 
intelligence  quotient  curve.  This  suggests  either  that  the  size  of 
family  has  something  to  do  with  the  improved  accomplishment 
in  arithmetic,  or  that  the  tests  for  the  determination  of  mental 
age  do  not  accurately  test  the  child  s  accomplishment  in  the 
processes  of  calculation. 
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These  results  open  up  a  realm  of  unexplored  possibilities.  For 
instance,  I.  Q.  may  decrease  with  size  of  family,  but  the  various 
sizes  of  family  may  be  correlated  with  different  types  of  thinking. 
Small  families  may  do  well  in  language  and  reading,  but  larger 
families  make  a  better  showing  in  the  mental  processes  involved 
in  arithmetic.  Our  readers  apparently  come  from  the  smaller 
families.  Linguists  may  come  from  either  very  small  or  very 
large  families  but  not  families  of  medium  size.  In  turn,  the 
mathematicians  may  occur  more  frequently  in  larger  families. 
This  portion  of  our  material  has  shown  us  definitely  that  the 
relationship  between  size  of  family  and  school  accomplishment 
may  vary  widely  in  different  subjects. 

Ill — (e)    Size  of  Family  and  Average  Number  of  Physical  Defects 
Observed  in  Children  Examined 

In  previous  communications  the  writer  has  drawn  attention  to 
the  fact  that  there  is  a  distinct  correlation  between  low  intelli- 
gence and  a  high  average  number  of  physical  defects.*  In  the 
present  study  we  wish  to  ascertain  which  size  of  family  produces 
children  nearest  normal  from  the  physical  standpoint.  In  our 
physical  examination  of  these  retarded  children  we  have  recorded 
all  departures  from  the  normal,  placing  the  various  defects  under 
the  following  systems:  Respiratory,  Circulatory,  Skeletal,  Neu- 
rological, Gastro-Intestinal,  Endocrine,  Genito-Urinary,  Special 
Sense,  Ill-defined  Physical  Defect,  Stigmata,  and  Others.  Of 
course  there  is  some  duplication  here,  as  it  was  possible  for  a 
child  to  have  two  defects  recorded  under  the  same  system.  Some 
children  had  no  defects  recorded,  while  others  had  five  or  six. 
However,  we  determined  the  average  number  of  defects  for  all 
children  within  each  specific  size  of  family  group,  and  then  studied 
the  trend. 

There  have  been  many  arguments  pro  and  con  in  reference  to 
the  influence  of  size  of  family  on  the  occurrence  of  physical  de- 
fects. The  protagonists  of  small  families  insist  that  the  limiting 
of  the  number  of  children  will  result  in  superior  physical  char- 
acteristics and  that  large  families  cannot  provide  the  food, 
clothing  or  general  care  necessary  to  health  or  a  perfect  physical 
development.  In  the  articles  referred  to  at  the  beginning  of 
this  section  the  writer  showed  that  individuals  of  the  higher 
mental  grades  showed  the  fewer  physical  defects.  This  associa- 
tion between  mental  defect  and  physical  defect  may  be  of  con- 
siderable importance  in  reference  to  size  of  family.    Our  study 

*  Dayton,  N.  A.:  Correlation  between  Intelligence  and  Physical  Condition  in  14,176  Retarded 
School  Children.    Med.  Jour,  and  Record,  132:  Sept.  3,  1930. 

Dayton,  N.  A.:  The  Relationship  between  Physical  Defects  and  Intelligence.  N.  E.  Jour. 
Med.,  201:  245-259,  Aug.  8,  1929. 
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of  the  intelligence  showed  us  that  the  larger  the  family,  the  lower 
the  average  I.  Q.  We  would  expect,  then,  that  the  large  families 
with  low  average  intelligence  quotients  would  show  a  high  aver- 
age number  of  physical  defects.  Let  us  turn  to  the  findings  on 
this  point. 

Graph  VII  shows  us  the  average  number  of  physical  defects  in 
the  children  coming  from  families  of  various  size.    The  20,473 
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GRAPH  VII 

Size  of  Family  and  Average  Number  of  Physical  Defects  per  Child  Examined 

children  of  this  study  considered  as  a  group  showed  an  average 
number  of  1.94  physical  defects  per  child.  Graph  VII  shows  us 
that  the  lowest  average  numbers  of  defects  are  seen  in  the  smaller 
families,  and  the  higher  averages  in  the  larger  families.  The 
trend  is  almost  consistently  upward  as  the  size  of  the  family  in- 
creases. The  low  average  of  1.81  physical  defects  is  seen  in  the 
families  of  2  children  and  the  high  of  2.09  defects  is  observed  in 
the  10  plus  children  group.  The  interesting  fact  is  that  we  see  a 
steady  upward  trend.  Judging  this  matter  from  the  viewpoint 
of  size  of  family,  we  would  say  that  there  is  an  apparent  associa- 
tion between  a  large  number  of  physical  defects  and  larger 
families.  In  other  words,  the  smaller  families  evidently  produce 
children  who  are  not  found  to  be  as  defective  physically  as  those 
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born  in  the  larger  families.  It  is  important  for  us  to  remember 
that  the  trend  as  shown  in  this  graph  indicates  only  an  association 
between  size  of  family  and  physical  defects.  We  cannot  infer 
that  physical  defects  in  offspring  are  caused  by,  or  result  from,  a 
large  number  of  births. 

Ill — (/)  Size  of  Family  and  Environmental  Status  of  Homes  of 
Children  Examined 

In  testing  that  part  of  the  environment  of  our  children  which  is 
supplied  by  size  of  the  family,  we  must  not  neglect  to  test  other 
environmental  factors  which  are  available  to  us.  Now  we 
narrow  our  search  to  the  home  and  neighborhood  itself.  What 
was  the  particular  standing  of  the  home  from  which  the  retarded 
or  mentally  defective  child  came?  Is  there  any  association 
between  the  size  of  family  and  the  environmental  situation  of 
the  home  and  neighborhood?  In  our  classification  of  environ- 
ment we  have  condensed  the  findings  in  reference  to  persons 
within  the  home,  the  physical  aspects  of  the  home  itself  and  the 
neighborhood  into  three  main  headings.  Thus,  the  environment 
is  classified  as  "good,"  "average/'  or  "poor."  *  When  we  divided 
our  cases  into  these  three  groups  we  found  that  those  falling  in 
the  "average"  classification  amounted  to  about  42  per  cent,  and 
did  not  show  any  great  variations  throughout  the  different  sizes 
of  family.  Graph  VIII,  which  presents  this  material,  gives  only 
the  status  for  the  two  groups  "good"  environment  and  "poor" 
environment;  that  is,  the  percentage  of  families  of  various  size 
falling  within  these  two  classifications. 

We  should  recall  that  the  small  or  large  family  is  not  suggested 
as  a  causative  factor  in  reference  to  the  particular  environment. 
That  is,  the  size  of  the  family  does  not  necessarily  cause  the  en- 
vironmental situation  which  we  may  find,  nor  can  the  environ- 
ment be  considered  as  the  cause  of  the  size  of  the  family.  We  are 
viewing  an  association  only  here.  To  be  sure,  a  small  family  may 
imply  the  concentration  of  all  available  advantages  upon  a  small 
number  of  children,  while  in  a  large  family  environmental 
advantages  may  have  to  be  spread  out  over  a  larger  number  of 
children,  so  that  it  is  not  possible  to  maintain  as  high  a  standard 
for  all.  Many  persons  voluntarily  limit  their  families,  believing 
that  it  is  better  to  train  two  or  three  children  well  than  a  larger 
number  poorly.  It  may  be  that  such  judgment  is  associated 
with  the  better  grade  of  environment.  In  this  discussion  we 
should  recall  that  we  are  dealing  with  families  containing  retarded 
or  mentally  defective  children,  and  all  of  our  results  must  neces- 

*  A  rating  is  given  to  both  neighborhood  and  home.  The  home  is  considered  more  important 
than  the  neighborhood,  in  a  ratio  of  2  to  1.  The  influence  of  acts  and  personalities  within  the 
home  weighs  more  heavily  than  the  physical  aspect. 
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sarily  associate  retardation  or  mental  defect  with  the  factor 
discussed.  We  are  not  dealing  with  normals,  and  cannot  apply 
our  results  to  the  average  run  of  families  in  the  general  population. 

In  Graph  VIII  and  Table  8  we  see  two  sets  of  results  which 
present  a  rather  remarkable  contrast.  In  the  smaller  families 
high  proportions  of  "good"  environment  are  observed  and  in  the 
large  families  much  lower  proportions.  We  note  that  43  per  cent 
of  the  one-child  families  presented  a  "good"  environment.  There 
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Size  of  Family  and  Environmental  Status  of  Homes  of  Children  Examined 

is  then  a  gradual  decrease  as  the  families  grow  larger  until  the  low 
point  of  18  per  cent  is  reached  in  the  nine-child  families.  Now 
let  us  turn  to  the  group  coming  from  an  environment  designated 
as  "poor."  We  see  that  the  lowest  percentage,  that  of  16,  is 
observed  in  the  one-child  families.  The  percentages  then  in- 
crease rapidly  as  the  size  of  family  increases  until  the  high  point 
of  39  per  cent  is  reached  in  the  nine-child  families.  There  is  a 
striking  association  here  between  size  of  family  and  home  environ- 
ment, especially  if  we  consider  the  various  sizes  of  family  and  not 
the  environment  primarily.  In  the  families  with  one  child  we 
see  the  following  contrasting  sets  of  figures:  "good"  environment 
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Table  8.  —  Percentages  of  Size  of  Family  and  Home  Environment 


Environment 

Total 

One 

Two 

Three 

Four 

Five 

Good 

27.92 

43.56 

41.76 

34.86 

32.04 

25.87 

Average 

42.51 

39.98 

41.16 

43.18 

42.53 

42.74 

Poor 

29.57 

16.46 

17.08 

21.96 

25.43 

31.39 

Total 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

Environment 

Six 

Seven 

Eight 

Nine 

Ten  + 

Good 

24.63 

23.02 

19.41 

18.66 

20.58 

Average 

42.69 

44.46 

43.12 

42.19 

42.05 

Poor 

32.68 

32.52 

37.47 

39.15 

37.37 

Total  . 

100.00 

100.00 

100.00 

100.00 

100.00 

43  per  cent,  "poor"  environment,  16  per  cent.  In  the  five-child 
families  we  find  "good"  environment  25  per  cent,  and  "poor" 
environment  31  per  cent.  In  the  nine-child  families  we  find 
"good"  environment  18  per  cent,  and  "poor"  environment  39 
per  cent.  On  the  basis  of  these  results  the  association  between 
the  smaller  families  and  the  better  grades  of  environment  becomes 
obvious. 

If  we  refer  to  Table  8,  and  add  the  percentages  for  both  "good" 
and  "average"  environment,  we  find  that  83  per  cent  of  the  one- 
child  families  provide  either  a  "good"  or  "average"  environment 
for  the  children.  In  the  four-child  families  this  has  shrunk  to  74 
per  cent  and  in  the  six-child  families  it  is  67  per  cent.  In  the 
nine-child  families  it  is  down  to  61  per  cent.  These  figures  bring 
out  another  very  significant  finding.  An  unexpected  proportion 
of  these  families  are  providing  a  "good"  or  "average"  home 
environment.  Altogether,  70  per  cent  of  the  homes  of  these 
children  fell  in  either  the  "good"  or  "average"  classification, 
leaving  approximately  30  per  cent  with  a  "poor"  home  environ- 
ment. 

In  another  study  made  by  the  writer  which  was  based  upon 
3,237  admissions  to  the  Wrentham  State  School,  it  was  found 
that  48  per  cent  of  the  homes  were  designated  as  "poor"  in 
environment.  But  30  per  cent  of  our  school  clinic  cases  come 
from  a  "poor"  home  environment.  It  is  evident  that  there  is 
some  social  distinction  between  the  group  sending  mental  de- 
fectives to  the  Wrentham  State  School  and  the  families  sending 
retarded  or  mentally  defective  children  to  our  public  schools. 
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If  we  refer  back  to  the  relationship  between  size  of  family  and 
average  intelligence  quotient  (Graph  III),  we  see  that  the  curve 
for  the  average  I.  Q.'s  corresponds  very  closely  to  the  curve 
for  "good"  environment.  Thu^s,  in  small  families  we  see  high 
proportions  of  "good"  environment,  and  also  the  highest  I.  Q.'s. 
In  the  large  families  we  see  the  lowest  average  I.  Q.'s  and  also  the 
lowest  proportions  of  "good"  environment. 

Ill — (g)    Size  of  Family  and  Occurrence  of  Truancy  in  Children 

Examined 

We  now  enter  the  specific  fields  of  conduct  and  personality  and 
take  up  the  association  between  size  of  family  and  certain  phases 
of  conduct  and  personal  characteristics.  First  let  us  discuss  the 
occurrence  of  truancy. 

There  are  many  reasons  why  these  retarded  and  mentally 
defective  children  should  be  truants.  We  know  that  they  have 
been  denied  the  same  degree  of  accomplishments  as  their  more 
intelligent  schoolmates.  To  them  the  school  routine  is  not  a 
pleasant  way  of  passing  the  time,  but  could  be  better  placed  under 
the  heading  of  hard  labor.  They  are  often  made  fun  of,  are 
frequently  misunderstood  by  teachers,  pupils  and  their  own 
parents.  In  general,  they  see  little  in  the  school  curriculum 
which  means  anything  other  than  hard  work  and  almost  con- 
tinuous unpleasantness.  We  can  appreciate  how  the  freedom  of 
a  world  unencumbered  by  school  perplexities  might  well  appeal 
to  them.  Thus,  it  seems  quite  logical  that  the  retardate  or 
mentally  defective  child  should  make  up  a  large  per  cent  of  the 
cases  recorded  as  chronic  truants.  In  our  material  we  have  an 
opportunity  to  study  this  factor  and  see  what  relationship  exists 
between  size  of  family  and  the  occurrence  of  truancy. 

In  Table  9  we  note  that  2.8  per  cent  of  our  group  of  retardates 
and  mental  defectives  are  classed  as  "Repeatedly  a  Truant."  In 
2.1  per  cent  of  cases  they  come  under  the  heading  "Rarely  a 
Truant."  Thus,  of  the  entire  group  of  20,473  cases,  4.9  per  cent 
have  ever  had  a  truancy  recorded  against  them.  Less  than  one 
in  twenty  are  ever  truant,  and  about  one  in  thirty-five  are  re- 
peated truants.  In  view  of  the  fact  that  these  mentally  handi- 
capped children  are  subjected  to  strains  and  stresses  which  never 
touch  the  normal  child,  this  finding  is  rather  remarkable.  Study 
of  the  attendance  records  for  the  State  of  Massachusetts  in  the 
school  year  1933  showed  an  attendance  of  94  per  cent.  In  other 
words,  6  per  cent  of  absences  for  various  reasons  occurred  during 
a  single  year.  Our  total  percentage  of  4.9  per  cent  is  based  on  an 
observation  period  of  approximately  six  years  of  school  life.  It 
becomes  apparent  that  it  is  most  conservative  to  say  that  our 
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Table  9.  —  Percentages  of  Size  of  Family  and  Occurrence  of 

Truancy 


OI1SL1I..N  US 

Ever  Born 

Total 

One 

Two 

Three 

Four 

F 

ve 

Not  a  truant  . 

94 

98 

95.30 

96.25 

95.97 

95.28 

94 

19 

Rarely  a  truant 

2 

13 

2.18 

1.69 

1.77 

2.30 

2 

40 

Repeatedly  a  truant 

2 

89 

2.52 

2.06 

2.26 

2.42 

3 

41 

Total 

100 

00 

100.00 

100.00 

100.00 

100.00 

100 

00 

Siblings 
Ever  Born 

Six 

Seven 

Eight 

Nine 

Ten  + 

Not  a  truant  . 

94.83 

94.65 

93.31 

93.24 

95.81 

Rarely  a  truant 

1.96 

1.95 

3.07 

2.40 

1.79 

Repeatedly  a  truant 

3.21 

3.40 

3.62 

4.36 

2.40 

Total  . 

100.00 

100.00 

100.00 

100.00 

100.00 

retardates  are  not  showing  higher  proportions  of  truancy  than 
normal  children. 

The  above  findings  on  truancy  are  quite  in  keeping  with  our 
findings  on  other  characteristics  of  these  children,  particularly 
in  reference  to  conduct.  By  far  the  greater  number  of  mental 
deficients  are  not  conduct  problems,  nor  do  they  possess 
personality  deviations  or  other  behavior  difficulties.  Those  who 
demonstrate  abnormal  variations  comprise  a  definite  group  which 
is  never  very  large.  Unhappily,  the  performances  of  this  small 
group  have  been  widely  publicized,  and  for  that  reason  the  general 
public  has  the  impression  that  all  mental  deficients  are  decidedly 
abnormal  individuals.  In  this  matter  of  truancy,  for  example, 
they  make  a  showing  which  is  decidedly  in  their  favor  when  com- 
pared with  the  general  run  of  school  children. 

Graph  IX  and  Table  9  tell  us  that  truancy  occurs  to  a  less 
extent  in  small  families  than  in  large  families.  This  applies  to 
both  groups,  "Repeatedly  a  Truant"  and  "Rarely  a  Truant." 
This  finding  is  rather  surprising.  In  the  small  family  there  is 
usually  more  anxiety  about  the  progress  of  individual  children, 
the  parents  add  their  bit  of  criticism  and  repeatedly  urge  a  better 
performance.  In  the  large  families  the  parents  are  usually  so 
occupied  in  caring  for  the  needs  of  the  many,  that  the  lack  of 
accomplishment  in  any  one  child  does  not  create  such  a  disturb- 
ance. On  the  whole,  the  retarded  child  in  the  large  family 
probably  does  not  have  his  shortcomings  brought  to  his  attention 


145 


as  often  as  the  child  in  the  smaller  family.  Thus,  it  might  seem 
reasonable  to  expect  that  truancy  would  occur  more  frequently 
in  the  small  families  than  in  the  large.  However,  exactly  the 
opposite  is  true.  In  the  large  families  truancy  occurs  about 
twice  as  often  as  in  children  from  the  small  families. 
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GRAPH  IX 

Size  of  Family  and  Occurrence  of  Truancy  in  Children  Examined 

One  fact  which  has  been  particularly  noticeable  in  all  of  our 
analyses  of  the  relationship  between  size  of  family  and  other 
factors  is  that  any  existing  trend  is  usually  observed  between 
the  families  of  two  and  nine  children.  In  Graph  IX,  for  example, 
we  observe  that  the  two-child  families  show  the  lowest  percent- 
age of  truancy,  while  the  nine-child  families  show  the  highest. 
The  one-child  families  are  not  the  lowest,  as  might  be  expected 
from  the  observed  distribution,  but  are  in  a  position  slightly 
above  the  four-child  families.  On  the  other  end  of  the  scale  we 
see  that  the  ten  plus  families  show  a  drop  to  a  low  point  which  is 
only  slightly  higher  than  the  lowest  percentage  observed.  This 
situation  occurs  in  several  of  the  graphs.  It  indicates  quite 
definitely  that  the  one-child  families  and  the  families  having  ten 
or  more  children  present  factors  other  than  the  actual  size  of 
family  which  influences  our  results.  Apparently  the  influence  of 
size  of  family  is  exerted  chiefly  in  families  between  two  and  nine 
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children,  while  the  one  child  and  ten  plus  families  are  rather  inde- 
pendent of  the  general  trend. 

Ill — (h)    Size  of  Family  and  Occurrence  of  Certain  Conduct 
Problems  in  Children  Examined 

In  this  section  we  outline  the  relationship  between  size  of 
family  and  the  occurrence  of  certain  conduct  problems  found  in 
the  children  coming  up  for  examination.  Because  of  the  many- 
mental  and  physical  handicaps  of  the  mentally  deficient,  we 
might  expect  many  types  of  unusual  behavior.  We  know  that  he 
is  deprived  of  the  normal  satisfaction  of  successful  competition 
with  his  schoolmates  in  various  fields,  not  only  in  the  schoolroom 
but  on  the  playground.  It  is  not  strange,  then,  that  these  chil- 
dren should  take  refuge  in  conduct  which  would  bring  them  the 
satisfaction  denied  them  through  more  normal  outlets. 
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GRAPH  X 

Size  of  Family  and  Occurrence  of  Certain  Conduct  Problems  in  Children  Examined 

Graph  X  and  Table  10  present  our  findings  on  five  different 
conduct  factors.  Sixty-one  per  cent  or  3  out  of  5  of  these  children 
presented  conduct  which  was  essentially  normal.  Twenty-six 
per  cent  were  reported  under  the  heading  of  "Lying";  5.9  per 
cent  under  the  heading  of  "Stealing";  2.6  per  cent  under  the 
designation  of  "Delinquent";  and  2.5  as  presenting  sex  difficul- 
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ties.  These  findings  present  results  which  are  far  below  our 
expectation.  Even  the  serious  problems  of  sex  or  delinquency 
involve  but  2^  per  cent  of  our  cases,  or  one  child  out  of  forty. 

The  relationship  between  size  of  family  and  these  various 
conduct  problems  is  more  easily  observed  by  consulting  Graph  X. 
In  viewing  the  group  with  " Normal  Conduct,"  we  see  that  the 
high  point  of  occurrence  is  in  the  one-child  families  with  63.5  per 
cent,  and  the  low  point  of  occurrence  is  in  the  ten  plus  child 
families  with  59.6  per  cent.  The  difference  of  3.9  per  cent  be- 
tween the  high  and  low  point  is  rather  small.  In  so  far  as  normal 
conduct  is  concerned,  the  size  of  family  does  not  seem  to  make 
any  great  difference. 

The  trait  which  is  second  in  order  of  importance  numerically 
is  that  of  "Lying."  The  lowest  proportions  of  this  trait  (22.2 
per  cent)  are  shown  in  the  one-child  families,  and  there  is  then  a 
decided  increase  with  the  size  of  family  to  a  high  of  28.2  per  cent 
in  the  ten  plus  group.  The  difference  between  the  low  and  high 
points  is  6  per  cent.  Children  from  the  larger  families  appear 
to  develop  definitely  larger  proportions  of  the  trait  of  "Lying." 

"Stealing"  occupies  third  position  numerically,  making  up  5.9 
per  cent  of  all  cases  examined.  Here  we  find  the  high  point  of 
7.0  per  cent  in  the  one-child  families,  and  the  low  of  4.9  per  cent 
in  the  nine-child  families.  The  steady  downward  trend  asso- 
ciates this  offense  with  the  smaller  families.  The  comparatively 
large  difference  of  2.1  per  cent  rather  indicates  that  "Stealing"  is 
more  closely  associated  with  size  of  family  than  any  of  the 
previous  traits. 

"Delinquency"  comes  next  in  order,  involving  a  total  of  2.6 
per  cent  of  cases.  This  conduct  problem  is  of  rather  serious 
consequence  and  we  are  particularly  interested  in  the  findings 
with  regard  to  it.  Graph  X  indicates  that  the  association  be- 
tween size  of  family  and  delinquency  is  of  no  great  moment  for 
the  first  four  size  of  family  groups.  Then  we  see  a  rather  sharp 
jump  to  higher  levels  but  with  marked  variability.  Here,  of 
course,  we  are  dealing  with  smaller  numbers  of  cases,  and  the 
opportunity  for  chance  variation  is  far  greater.  However,  we 
may  say  that  there  is  a  slight  upward  trend  with  a  tendency  for 
delinquency  to  occur  more  frequently  in  the  large  families.  In 
contrast  to  this,  we  saw  that  the  greatest  variations  in  the  trait 
"Lying"  were  in  the  first  three  size  of  family  groups.  As  far  as 
"Delinquency"  is  concerned,  the  proportions  remain  about  the 
same  until  we  reach  the  five-sibling  families. 

The  last  group  to  be  discussed  is  that  of  "Sex  Offenses."  Here 
we  have  a  group  which  involves  but  2.5  per  cent  of  the  entire 
number  of  cases  but,  owing  to  the  seriousness  of  this  particular 
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problem,  it  is  of  great  interest.  The  high  point  of  4.1  per  cent 
occurs  in  the  one-child  families,  and  the  low  point  of  1.5  per  cent 
occurs  in  the  nine-child  families.  The  two  highest  percentages 
are  in  the  one  and  two  child  families.  From  this  point  on,  the 
curve  is  rather  flat,  suggesting  that  sex  difficulties  are  not  of  such 
prominence  in  tie  larger  families.  While  we  are  dealing  with 
small  numbers  of  cases  in  this  group  also,  the  difference  of  2.6 
per  cent  is  rather  large,  and  the  results  present  a  rather  definite 
downward  trend.  The  only  comment  we  can  make  in  reference 
to  this  particular  group  is  that  "Sex  difficulties' 1  seem  to  occur 
more  frequently  in  the  one  and  two  child  families,  and  this  factor 
decreases  in  significance  as  the  size  of  family  increases. 

In  looking  over  the  trends  as  outlined  in  Graph  X,  we  note 
that  "Sex  difficulties"  and  "Stealing"  seem  to  present  similar 
trends.  Both  show  higher  proportions  in  the  small  families  and 
lower  proportions  in  the  large  families.  "Delinquency"  and 
"Lying"  present  trends  which  are  the  opposite,  low  proportions 
in  the  small  families  and  high  proportions  in  the  large  families. 
These  two  traits  appear  to  be  associated  with  the  size  of  family, 
for  the  larger  the  family,  the  greater  the  proportion  of  these  traits. 

On  the  whole,  it  is  evident  that  our  cases  do  not  present  unusual 
proportions  of  any  of  these  conduct  problems,  most  of  them  pre- 
senting "normal"  conduct  or  conduct  which  would  come  within 
the  normal  or  average  range.  "Lying"  is  the  only  trait  which 
presents  proportions  of  any  size,  26  per  cent  or  approximately 
one  child  in  four.  Only  one  child  in  forty  shows  "Sex  Offenses" 
or  "Delinquency."  In  these  school  retardates  individual  con- 
duct problems  are  much  less  of  a  factor,  and  the  proportions  are 
much  smaller  than  among  our  State  school  children.  This  is 
rather  encouraging,  as  it  shows  that  there  is  no  necessary  correla- 
tion between  mental  deficiency  per  se  and  conduct  disturbance. 
That  is,  the  public  school  mental  deficients  coming  from  the 
better  families  do  not  show  as  high  a  proportion  of  conduct  dis- 
turbance as  State  school  mental  defectives.  As  far  as  size  of 
family  is  concerned,  we  see  two  sets  of  results.  "Delinquency" 
and  "Lying"  show  upward  trends  with  larger  proportions  in  the 
larger  families,  while  "Stealing"  and  "Sex  Offenses"  show  down- 
ward trends  with  lower  proportions  in  the  larger  families. 

Ill- — (j)    Size  of  Family  and  Personality  Traits  of  Children 

Examined 

In  the  past  the  field  of  personality  has  been  rather  neglected 
in  its  relation  to  mental  deficiency.  It  has  been  assumed  that 
the  intellectual  subnormality  of  the  deficient  child  precluded  any 
possibility  of  his  demonstrating  abnormal  personality  variations. 
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It  has  likewise  been  taken  for  granted  that  his  personality  was 
inadequate  for  the  development  of  finer  mental  reactions.  In 
short,  the  general  belief  has  been  that  his  personality  suffered 
in  the  same  proportions  as  his  intelligence.  In  the  present 
material  we  have  an  excellent  opportunity  to  study  this  matter 
and  analyze  the  development  of  individual  traits  in  relation  to 
size  of  family.  A  delineation  of  these  personality  traits  is  very 
important  in  so  far  as  it  may  explain  to  a  certain  degree  why  our 
children  react  as  they  do  to  general  environmental  situations. 

When  the  word  "mental  defective"  is  mentioned  the  average 
man  immediately  pictures  an  idiot  or  a  low  grade  imbecile.  He 
conceives  the  mental  defective  as  being  so  seriously  handicapped, 
both  mentally  and  physically,  that  he  is  little  above  the  animal. 
The  truth  of  the  matter  is  that  we  have  comparatively  few 
idiots  or  imbeciles,  untold  thousands  of  morons,  and  millions  of 
borderline  or  dull  normal  individuals  in  our  general  population. 
In  the  State  schools,  which  care  for  more  low  than  high  grade 
cases,  we  find  that  the  same  proportions  hold  true.  At  the  end 
of  1932,  for  instance,  we  found  that  we  had  18  per  eent  of  idiots, 
36  per  cent  of  imbeciles,  and  42  per  cent  of  morons  within  our 
State  schools.  To  the  casual  observer  all  mental  defectives  are 
alike,  but  to  one  who  has  had  an  opportunity  for  intimate  contact 
with  them,  they  are  surprisingly  different.  They  present  nearly 
the  same  individual  differences  in  personality  that  we  see  in 
normal  people.  Every  State  school  has  its  politically  minded, 
hand-shaking,  back-slapping  extroverts  demonstrating  the  char- 
acteristics of  similar  individuals  in  the  outside  world.  Both 
boys  and  girls  range  from  this  type  to  the  apathetic  and  seclusive 
introverts  who  withdraw  from  the  surrounding  world  and  live 
within  themselves.  Intelligence  may  influence  the  degree  and 
quality  of  expression  of  the  personality,  but  it  is  not  necessary  to 
its  existence.  The  significant  fact  is  that  the  mental  defective 
does  have  personality,  and  he  shows  nearly  as  many  of  the 
possible  variations  as  does  the  average  person  in  the  general 
population. 

Table  11  and  Graphs  XI  and  XII  outline  the  relationship 
between  size  of  family  and  the  occurrence  of  certain  personality 
traits  in  our  school  clinic  children.  In  making  this  study  we  did 
not  arbitrarily  decide  upon  a  list  of  specific  traits  and  then  search 
our  records  in  an  effort  to  find  them.  When  our  original  code 
was  set  up  we  analyzed  several  hundred  records  in  an  attempt  to 
find  the  traits  which  had  been  reported  most  frequently.  Our 
grouping  might  not  prove  entirely  satisfactory  if  we  were  dealing 
with  normal  children.  However,  we  can  be  quite  sure  that  the 
selected  traits  do  apply  to  the  school  clinic  cases  as  they  were 
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actually  observed  in  the  children  examined.  If  there  are  appar- 
ent omissions,  it  is  because  other  traits  did  not  occur  to  any 
appreciable  extent  and  were  not  recorded.  In  order  to  simplify 
the  reading  of  the  following  section,  we  have  divided  the  traits 
into  two  groups:  (1)  those  which  occur  in  larger  proportions  in 
the  larger  families  (Graph  XI);  and  (2)  those  which  occur  in 
larger  proportions  in  the  smaller  families  (Graph  XII).  We  will 
discuss  each  trait  in  order,  beginning  with  those  outlined  in 
Graph  XI. 


TRA3T3  lH  CHILDREH  FROM  FAMILIES  OT  QVt  TO  TEV»  SIBLIWC3  BORN 


GRAPH  XI 

Size  of  Family  and  the  Occurrence  of  Certain  Personality  Traits  Tending  to  Show 
an  Association  with  Larger  Families 


In  Table  11  two  favorable  character  traits  are  listed,  both  of 
which  show  an  association  with  larger  families.  These  are 
" Obedient"  and  "Social."  The  other  traits  are  negative  and 
detrimental  to  the  adjustment  of  the  child.  It  is  interesting  to 
observe  that  the  unfavorable  traits  showing  an  association  with 
the  larger  families  are  the  less  serious  ones  and  do  not  necessarily 
suggest  a  serious  or  pathological  trend  in  the  developing  per- 
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sonality.  Graph  XI  shows  us  that  20  per  cent  of  all  cases  ex- 
amined were  "Obedient."  The  lowest  figure  of  19  per  cent  occurs 
in  the  one-child  families,  while  the  highest  percentage,  that  of 
21.2,  occurs  in  the  families  with  ten  or  more  siblings.  The 
difference  between  the  low  and  the  high  point  is  not  large.  How- 
ever, we  see  a  tendency  for  this  trait  to  occur  in  larger  proportions 
in  the  larger  families. 

Seventeen  per  cent  of  cases  were  reported  as  "Social";  that  is 
of  a  social  nature  and  successful  in  their  ordinary  school,  play- 
ground and  home  adjustments.  This  is  an  unexpected  finding 
in  connection  with  the  high  proportion  for  "Obedient"  and  gives 
us  a  new  picture  of  the  mental  defective.  We  note  that  this 
attribute  shows  a  downward  trend  at  first,  and  then  moves 
steadily  upward  as  the  size  of  family  increases.  The  low  point 
of  16.6  per  cent  is  seen  in  the  three-child  families,  and  the  high 
point  of  19.2  per  cent  is  observed  in  the  families  with  ten  or  more 
children.  Again  this  difference  of  less  than  3  per  cent  between 
the  low  and  the  high  point  warns  us  to  use  caution  in  drawing 
conclusions. 

Twelve  per  cent  of  our  school  clinic  children  were  classified  as 
"Stubborn  or  Resentful  of  Authority."  We  have  been  led  to 
believe  that  this  trait  was  very  common  among  mentally  de- 
ficient children,  but  the  above  percentage  certainly  does  not 
substantiate  this  theory.  The  low  point  of  11.2  per  cent  is 
observed  in  the  two-child  families,  while  the  high  point  of  12.7 
per  cent  is  observed  in  the  families  with  ten  or  more  children. 
The  curve  is  flatter  than  in  either  of  the  two  preceding  traits,  and 
the  difference  between  the  low  and  the  high  point  is  smaller. 
There  is  a  distinct  difference  here  between  the  one  and  two  child 
families  as  contrasted  with  the  families  of  three  or  more  children. 
The  former  show  by  far  the  lowest  percentages,  while  the  families 
of  three  or  more  children  tend  to  group  themselves  about  the 
same  level. 

Eleven  per  cent  of  all  cases  examined  were  reported  as 
"Suggestible."  This  particular  trait  has  been  given  a  prominent 
place  in  all  discussions  relative  to  mental  deficiency,  and  has 
been  considered  as  diagnostic  in  its  significance.  The  general 
assumption  has  been  that  mentally  defective  children  act  almost 
immediately  upon  external  stimuli  without  going  through  a 
reasoning  process  or  exercising  any  degree  of  judgment.  How- 
ever, this  factor  of  suggestibility  does  not  seem  to  be  outstanding 
among  our  school  clinic  cases.  As  a  matter  of  fact,  89  per  cent 
of  our  children  were  not  recorded  as  possessing  this  trait.  We 
note  in  Graph  XI  that  there  is  a  decided  upward  trend  with  more 
suggestibility  occurring  in  the  larger  families.    The  ten  plus 
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families  present  the  low  point.  However,  we  are  dealing  with 
small  numbers  and  a  combination  of  families  of  different  size  in 
this  particular  group,  and  may  be  viewing  simply  a  chance 
variation.  The  trend  in  the  other  nine  groups,  each  of  which 
contains  a  large  proportion  of  cases,  is  upward,  and  suggests  that 
there  is  less  suggestibility  among  children  of  small  families  than 
in  children  of  large  families. 

Seven  per  cent  of  the  children  examined  were  recorded  as 
"Quarrelsome  or  Ill-tempered."  This  is  another  trait  which  has 
been  frequently  associated  with  mental  defect.  The  child  who 
is  deprived  of  the  normal  compensation  of  success  in  school  work 
and  in  play  activities  might  well  be  expected  to  react  with  a 
temper  outburst  or  an  attempt  to  force  the  issue  by  physical 
means.  This  characteristic  is  exhibited  too  often  in  the  daily 
lives  of  normals  for  us  to  be  surprised  that  the  mentally  deficient 
child,  with  his  more  limited  comprehension,  should  in  turn 
attempt  to  make  use  of  it  as  a  compensatory  mechanism.  How- 
ever, but  7  per  cent  of  children  were  reported  as  having  this 
difficulty.  The  result  is  a  little  more  striking  when  we  reverse  it 
and  say  that  93  per  cent  were  not  reported  as  being  quarrelsome 
or  ill-tempered.  There  is  a  steady  upward  trend  in  the  various 
size  of  family  groups  from  the  low  of  5.7  per  cent  in  the  one-child 
families  to  the  high  of  8.7  per  cent  in  the  nine-child  families. 

The  conclusion  here  is  that  quarrelsomeness  appears  to  be 
associated  with  larger  families.  Again  we  notice  the  rather 
sharp  break  between  the  results  for  the  one-child  families  and 
the  results  for  the  families  of  two  or  more  children.  While  the 
trend  is  upward  in  the  families  from  two  to  ten  plus  children,  the 
rise  is  not  as  sharply  outlined  as  it  is  between  the  one  and  the 
two  child  families.  It  would  seem,  then,  that  the  presence  of 
even  one  other  child  in  the  family  increases  the  tendency  to 
quarrelsomeness  nearly  50  per  cent. 

We  have  just  described  five  traits  which  appear  to  be  associated 
with  the  larger  sizes  of  family.  Two  of  the  five,  "Obedient"  and 
"Social"  are  favorable.  The  trait  "Suggestible"  is  probably  on 
the  borderline  between  positive  and  negative.  "Stubbornness" 
is  in  the  negative  group,  but  is  not  extremely  serious  in  its  impli- 
cations. The  last  trait,  "Quarrelsome  or  Ill-tempered,"  is 
probably  of  the  most  serious  consequence  to  the  child. 

Let  us  now  turn  to  Graph  XII  presenting  information  on  the 
personality  traits  which  show  an  association  with  smaller  families. 
We  have  an  entirely  different  group  of  characteristics  in  this 
second  section.  Those  outlined  in  Graph  XI  could  be  associated 
with  any  group  of  children  whether  mentally  retarded  or  not. 
The  group  outlined  in  Graph  XII  present  more  serious  implica- 
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tions,  though  the  actual  numbers  involved  are  nor  as  large. 
Here  we  have  such  traits  as  "Emotionally  Unstable,  "Seclu- 
sive,"  "Selfish,"  "Egotistical"  and  "Over-affectionate."  The 
first  two  are  rather  serious  personality  deviations  and  suggest 
abnormal  reactions  in  the  thinking  or  mental  habits  of  the 
children  involved. 
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GRAPH  XII 

Size  of  Family  and  the  Occurrence  of  Certain  Personality  Traits  Tending  to  Shoic 
an  Association  with  Smqller  Families 

We  note  the  rather  surprising  fact  that  16  per  cent  of  our 
children  were  recorded  as  "Emotionally  Unstable."  Ordinarily, 
one  tends  to  associate  this  characteristic  only  with  higher  grades 
of  intelligence.  In  mental  diseases,  instability  in  the  emotional 
field  is  a  very  prominent  symptom,  particularly  in  the  schizo- 
phrenic group  and  predicates  a  disorganization  of  the  higher 
association  centers.  The  fact  that  we  find  this  disorder  preva- 
lent among  mental  defectives  is  almost  sufficient  to  make  us 
revise  our  previous  impressions  of  the  processes  in  cerebration 
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taking  place  in  this  class  of  cases.  Emotional  instability  in  the 
mental  defective  connotes  an  integration  of  emotional  and  mental 
processes  which  seem  to  be  beyond  his  intellectual  development. 
The  mere  presence  of  this  symptom  in  such  large  proportions 
would  suggest  that  there  is  little  association  between  emotional 
development  and  intellectual  development  and  gives  us  a  striking 
illustration  of  the  apparent  independence  of  the  two  conditions. 
In  considering  the  influence  of  size  of  family,  we  note  that  the 
high  point  of  19.6  per  cent  is  in  the  one-child  families,  while  the 
low  point  of  14.7  per  cent  occurs  in  the  families  having  ten  or 
more  children.  The  difference  of  over  5  per  cent  is  the  largest 
which  we  have  seen  in  any  of  the  traits.  We  may  conclude,  then, 
that  emotional  instability  is  rather  definitely  associated  with 
smaller  sizes  of  family. 

The  next  characteristic  in  order  of  importance  is  ''Seclusive," 
with  6  per  cent  of  children  falling  in  this  classification.  Here  we 
have  a  trait  which  is  usually  inherent  to  the  introvert  type  of 
individual.  The  ability  to  dwell  with  the  inner  rather  than  the 
outer  aspects  of  life  is  not  usually  associated  with  individuals  of 
low  intelligence.  However,  one  out  of  fourteen  of  our  mentally 
defective  and  retarded  children  demonstrated  this  tendency. 
Although  the  percentage  of  cases  involved  is  not  as  large  as  that 
in  the  field  of  emotional  instability,  nevertheless  we  have  addi- 
tional support  here  to  our  hypothesis  of  the  separateness  of 
emotional  and  intellectual  development.  In  reference  to  the 
influence  of  size  of  family,  we  note  only  a  slight  downward  trend 
with  a  suggestion  of  an  association  between  seclusiveness  and  the 
smaller  families. 

The  trait  of  "Selfishness"  was  recorded  in  2.9  per  cent  of  all 
cases  examined.  This  particular  characteristic  may  be  discussed 
from  two  different  points  of  view,  depending  upon  one's  psycho- 
logical and  philosophical  training.  The  newer  psychology  tends 
to  ally  selfishness  with  intelligence,  the  assumption  being  that  all 
intelligent  people  must  necessarily  be  selfish  in  order  to  further 
their  personal  accomplishment  and  success  in  life.  If  this  is  true, 
then  the  mentally  deficient  child  is  occupying  his  expected  place 
as  he  shows  but  little  of  this  trait.  From  this  point  of  view,  he  is 
not  intelligent  enough  to  be  selfish.  However,  if  we  believe  that 
selfishness  and  disregard  of  other  persons'  rights  are  symptomatic 
of  a  poorly  developed  social  sense  which  should  never  occur  in 
persons  of  higher  intelligence,  we  observe  that  our  group  stands 
out  very  favorably.  One  cannot  help  but  feel  that  they  have 
done  very  well  in  that  98  per  cent  of  them  did  not  show  this  very 
common  trait  in  normals.  In  reference  to  the  influence  of  size 
of  family,  there  is  a  slight  but  definite  downward  trend  with  the 
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high  point  of  3.7  per  cent  occurring  in  the  one-child  families,  and 
the  low  point  of  2.3  per  cent  occurring  in  the  nine-child  families. 
This  would  indicate  that  ' "Selfishness"  was  associated  with  chil- 
dren from  the  smaller  families.  The  differences  are  rather  small, 
however. 

Two  and  two-tenths  per  cent  of  our  cases  were  recorded  as 
"Egotistical."  This  trait  is  not  at  all  uncommon  in  the  average 
individual.  According  to  our  preconceived  notions  as  to  the 
nature  of  mental  deficiency,  it  is  rather  surprising  that  any  of 
these  children  could  be  coded  under  this  heading.  We  always 
associate  egotism  with  a  certain  degree  of  intelligence,  even 
though  it  does  not  necessarily  involve  the  higher  levels.  Again, 
we  may  take  two  stands  on  this  point.  We  may  say  that  the 
mental  defective  is  fortunate  in  not  having  a  trait  which  is  so 
liable  to  interfere  with  his  success  in  life.  On  the  other  hand,  we 
are  surprised  that,  because  of  his  many  obvious  shortcomings,  he 
does  not  show  a  much  higher  percentage  of  a  trait  which  has  its 
basis  in  deep-rooted  ideas  of  inferiority.  Whatever  our  conclu- 
sions, it  is  evident  that  the  mentally  deficient  child  can  and  does 
develop  egotistical  tendencies.  However,  he  does  not  develop 
this  trait  as  frequently  as  might  be  expected  in  view  of  the  many 
mental  and  physical  deficiencies  with  which  he  is  handicapped. 
Again  we  note  only  a  slight  association  between  this  characteristic 
and  the  smaller  sizes  of  family. 

A  little  over  1  per  cent  of  children  were  recorded  as  "Over- 
affectionate.  '  This  trait  has  always  been  considered  as  one  of 
the  cardinal  symptoms  of  mental  defect.  Either  the  textbooks 
are  wrong  in  this  assumption,  or  our  children  are  not  typical,  as 
but  1  per  cent  of  them  showed  this  trait.  The  writer  has  always 
been  rather  critical  of  the  attitude  of  placing  this  characteristic 
among  the  classical  symptoms  of  mental  defect,  as  it  has  never 
seemed  reasonable  to  consider  expressions  of  affection  in  children 
as  being  necessarily  diagnostic  of  mental  deficiency.  In  reference 
to  the  influence  of  size  of  family,  we  notice  that  the  higher  per- 
centages occur  in  the  small  families.  The  high  point  of  2.6  per 
cent  occurs  in  the  one-child  families,  the  low  point  of  1.0  per  cent 
is  observed  in  the  ten  plus  families  and  the  trend  is  definitely 
downward.  This  particular  characteristic  is  not  at  all  un- 
common in  children  of  the  normal  population.  For  example,  in 
a  one-child  family  the  parents  lavish  a  great  deal  of  love  and 
affection  upon  their  only  child.  In  so  far  as  children  are  great 
imitators,  they  quickly  develop  tendencies  in  this  direction  by 
following  the  example  furnished  by  the  parents.  Parents  of 
eight  or  nine  children,  on  the  other  hand,  cannot  offer  the  same 
care  and  attention  to  each  child.    Thus,  the  children  of  these 
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large  families  receive  but  one-eighth  or  one-ninth  of  the  personal 
demonstration  which  would  be  showered  upon  a  single  child  in  a 
small  family.  In  the  case  of  our  retarded  or  mentally  defective 
children,  we  know  the  tendency  of  mothers  to  devote  much  time 
and  energy  to  the  child  who  is  handicapped.  For  this  reason,  we 
might  expect  that  our  particular  group  of  children  would  be 
quite  demonstrative  toward  others  as  they  have  been  the  re- 
cipients of  kindly  demonstrations  from  their  early  years.  How- 
ever, we  find  that  but  1  per  cent  of  our  20,000  cases  were  recorded 
as  falling  in  this  grouping. 

IV.  Summaky 

1.  An  outline  is  presented  of  the  purposes  and  accomplish- 
ments of  the  traveling  psychiatric  school  clinic  system  which 
has  been  in  operation  in  Massachusetts  for  nineteen  years. 
Emphasis  is  placed  upon  the  part  played  by  Dr.  George  M.  Kline 
in  initiating  the  system  and  providing  for  its  expansion  into  a 
State-wide  movement.  Various  difficulties  encountered  in 
organizing  this  work,  and  the  general  administrative  scheme 
whereby  approximately  70,000  retarded  school  children  have 
been  examined  by  fifteen  traveling  clinics,  are  discussed. 

2.  In  1926  Dr.  Kline  approved  a  plan  for  the  initiation  of  a 
research  project  based  upon  a  study  of  the  large  numbers  of 
children  who  had  been  examined  within  the  public  schools.  De- 
tails of  the  methods  employed  are  presented. 

3.  As  an  example  of  the  unusual  opportunities  for  research 
made  available  by  the  school  clinic  examination  records,  a 
problem  was  selected  for  study  as  follows:  "Analytic  Study  of 
a  Specific  Problem  Based  upon  the  School  Clinic  Material. 
Subject  —  Size  of  Family  and  the  Occurrence  of  Certain  Char- 
acteristics :  Survey  of  20,473  Retardates  in  the  Public  Schools  of 
Massachusetts."  Certain  salient  points  developed  are  abstracted 
in  the  following  paragraphs. 

4.  The  average  gross  size  of  family  was  found  to  be  5.6 
children.  When  subjected  to  the  sampling  error,  however,  the 
size  of  family  is  reduced  to  3.9.  This  figure  is  slightly  above  the 
general  population  figures  of  3.6  and  3.2  as  studied  by  Burks  and 
Lotka.  However,  we  have  more  foreign  born  mothers  of  children 
in  our  group  than  should  be  the  case  in  comparison  with  the 
general  population  of  our  State.  The  well-known  tendency  of 
foreign  born  mothers  to  have  a  larger  number  of  children,  and 
the  excess  of  these  mothers  in  our  sample  tends  to  overload  our 
sample  with  the  larger  families.  Therefore  we  must  correct  for 
this  excess  of  foreign  born  mothers  to  make  our  figures  more 
comparable  with  those  based  upon  a  country- wide  sample.  These 
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calculations  result  in  a  figure  which  is  practically  the  same  as 
that  of  the  general  population. 

5.  In  consulting  the  school  histories  of  these  children  we  find 
that  70  per  cent  showed  their  first  failure  when  in  the  first  grade 
(Table  2).  At  the  time  of  the  school  clinic  examination  25  per 
cent  were  four  or  more  years  retarded;  50  per  cent  were  three  or 
more  years  retarded;  and  77  per  cent  were  two  or  more  years 
retarded  (Table  3).  The  average  age  of  all  children  examined 
was  11.8  years.  A  total  of  76  per  cent  were  between  the  ages  of 
9  and  14  years  (Table  4). 

6.  The  average  mental  age  of  these  children  at  the  time  they 
entered  the  first  grade  (requiring  a  six-year  mental  age  level  for 
successful  work)  was  4.2  years.  They  apparently  fail  the  first 
grade,  and  spend  another  year  in  that  grade.  At  the  end  of  the 
second  year  in  the  first  grade  we  find  that  their  mental  age  has 
reached  approximately  5.6  years.  With  this  mental  age  they 
succeed  in  first  grade  work  (6  year  level)  and  are  promoted  to  the 
second  grade.  They  then  fail  their  first  year  in  the  second  grade, 
but  again  are  able  to  pass  after  spending  a  second  year  in  that 
grade.  This  also  happens  in  the  third  grade.  Thus,  these 
children  do  not  become  three  years  retarded  in  their  school  grades 
until  they  have  been  in  school  approximately  six  years  and  come 
up  for  examination  at  an  average  age  of  11.8  years.  Retarded 
children  pass  the  work  of  their  school  grades  only  when  their 
mental  ages  develop  up  to,  or  approximate,  the  mental  ages 
required  to  do  the  work  of  that  grade. 

7.  The  relationship  between  size  of  family  and  the  intelligence 
quotient  of  the  children  examined  is  outlined  in  Graph  III. 
Small  families  show  children  who  have  higher  intelligence  quo- 
tients, and  the  low  average  intelligence  quotients  are  observed  in 
children  from  the  larger  families. 

8.  Tables  5  and  6,  with  Graphs  IV  and  V,  outline  the  rela- 
tionship between  size  of  family  and  the  number  of  siblings,  other 
than  the  patient,  who  are  retarded  or  mentally  defective.  We 
find  that  in  the  other  children  of  the  family,  excluding  the 
patient,  we  have  an  average  of  .125  who  are  retarded,  and  .075 
who  are  mentally  defective.  Thus,  we  have  a  total  average 
number  of  .20  other  children  in  the  family  who  are  either  mentally 
defective  or  retarded,  per  other  sibling  born.  Little  variation  in 
these  proportions  is  seen  in  families  of  different  size.  There  is  no 
tendency  for  larger  families  to  produce  relatively  larger  propor- 
tions of  retardates  or  mental  defectives. 

9.  Table  7  and  Graph  VI  outline  the  findings  in  reference  to 
size  of  family  and  average  grade  accomplishment  in  language, 
arithmetic  and  reading.    In  language,  the  children  from  the 
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smaller  and  the  larger  families  show  the  highest  accomplishment, 
with  the  intermediate  families  showing  a  low  average  accomplish- 
ment. In  reading,  the  children  from  small  families  showed  the 
highest  accomplishment,  the  poorest  average  accomplishment 
being  shown  in  the  larger  families.  In  arithmetic,  the  children 
from  the  small  families  make  the  poorer  average  showing, 
while  the  children  from  large  families  show  the  higher  degrees  of 
accomplishment. 

10.  Graph  VII  outlines  the  relationship  between  size  of 
family  and  the  average  number  of  physical  defects  observed  in 
each  child  examined.  Children  from  small  families  have  the 
fewest  physical  defects,  and  there  is  a  steady  upward  trend  with 
the  highest  average  number  of  physical  defects  occurring  in 
children  from  the  larger  families. 

11.  Graph  VIII  and  Table  8  present  the  findings  in  relation 
to  size  of  family  and  the  environmental  status  of  the  homes  of 
these  children.  Environment  rated  as  "good"  is  found  more 
frequently  in  families  of  smaller  size.  There  is  a  steady  down- 
ward trend  with  lesser  amounts  of  "good"  environment  in  the 
larger  families.  Conversely,  environment  rated  as  "poor"  shows 
low  percentages  in  the  small  families,  with  a  sharp  upward  trend 
revealing  high  percentages  in  the  families  of  greater  size. 

12.  The  relationship  between  size  of  family  and  the  occur- 
rence of  truancy  in  children  examined  is  outlined  in  Graph  IX 
and  Table  9.  There  is  an  apparent  association  between  the 
occurrence  of  truancy  and  the  larger  families.  We  observe  lesser 
amounts  of  truancy  in  the  smaller  families,  and  definitely  higher 
proportions  in  the  larger  families. 

13.  The  influence  of  size  of  family  upon  the  occurrence  of 
certain  conduct  problems  in  our  children  is  outlined  in  Graph  X 
and  Table  10.  "Normal  Conduct"  is  more  frequently  found  in 
the  smaller  families,  with  a  slight  but  steady  downward  trend  in 
the  larger  families.  "Stealing"  shows  a  slight  tendency  to  pre- 
dominate in  the  smaller  families.  "Lying"  demonstrates  larger 
proportions  in  the  larger  families.  "Sex  Offenses"  present  the 
largest  percentage  in  the  small  families  and  a  lower  percentage 
in  the  large  families. 

14.  The  relationship  between  size  of  family  and  the  occur- 
rence of  certain  personality  traits  is  presented  in  Graphs  XI  and 
XII,  and  Table  11.  Certain  of  these  personality  characteristics 
tend  to  show  a  definite  association  with  the  families  of  larger  size. 
These  are  as  follows:  "Obedient,"  "Social,"  "Stubborn,"  "Sug- 
gestible" and  "Quarrelsome."  Other  personality  traits  tend  to 
associate  themselves  with  the  smaller  families.  These  are: 
"Emotionally  Unstable,"  "Seclusive,"  "Selfish,"  "Egotistical" 
and  "Over-affectionate." 
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15.  The  factors  discussed  in  this  paper  show  certain  ten- 
dencies toward  association  with  either  the  small  or  the  large 
families.  We  now  list  the  factors  which  show  higher  proportions 
or  a  higher  rating  in  children  from  the  smaller  families. 

Higher  Ratings  or  Proportions  in  Smaller  Families 
Favorable  Unfavorable 
Intelligence  Quotient  Emotional  Instability 

School  Accomplishment  in  Reading  Seclusiveness 
"Good"  Environment  Sex  Offenses 

"Normal"  Conduct  Selfishness 

Egotism 
Stealing 

Over-affectionate 

16.  The  following  factors  tend  to  show  higher  proportions  or 
higher  ratings  in  the  larger  families. 


Higher  Ratings  or  Proportions  in  Larger  Families 
Favorable  Unfavorable 
School  Accomplishment  in  Quarrelsome 

Arithmetic  Lying 
Obedient  Suggestible 
Social  "Poor"  Home  En- 

vironment 
Number  of  Physical 
Defects 


17.  The  characteristics  of  children  from  the  smaller  families 
show  a  greater  tendency  to  depart  from  the  average.  Those 
possessing  favorable  characteristics  are  rather  well  equipped  for 
successful  performance.  Those  with  unfavorable  traits  are  poorly 
equipped,  as  their  characteristics  carry  rather  serious  implications 
in  reference  to  future  difficulties.  The  characteristics  of  children 
from  larger  families  tend  to  cling  more  closely  to  the  average. 
Their  favorable  characteristics  are  more  social  in  nature  and 
more  conducive  to  adjustment  than  performance.  With  the  ex- 
ception of  physical  defectiveness,  their  unfavorable  characteris- 
tics are  less  serious  in  nature  and  are  less  liable  to  interfere  with 
future  adjustment. 

Apparently  mentally  deficient  children  from  the  small  families 
retain  a  greater  degree  of  individuality  either  on  the  plus  or 
negative  sides  with  wide  ranges  in  departure  from  the  normal. 
Children  from  the  larger  families  tend  to  merge  with  the  mass, 
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adjust  socially  and  present  a  narrower  range  of  variation  above 
and  below  the  normal. 

18.  The  material  of  this  paper  suggests  that  an  environmental 
influence,  such  as  size  of  family,  is  associated  with  certain  differ- 
ences in  the  characteristics  of  mentally  deficient  children.  The 
findings  bring  up  the  possibility  that  other  environmental  influ- 
ences may  have  an  effect  upon  the  development  and  progress  of  a 
group  hitherto  regarded  as  being  rather  fixed  in  characteristics. 
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A  NEW  STATISTICAL  SYSTEM  FOR  THE  STUDY  OF 
MENTAL  DISEASES  AND  SOME  OF 
THE  ATTAINED  RESULTS  1 

By  Neal  A.  Dayton,  M.D., 

Director  of  Statistics  and  Research,  Massachusetts  State  Department 
of  Mental  Diseases,  Boston,  Mass. 

Outline 

I.  Introduction 

a.  The  need  for  better  information  in  mental  diseases. 

b.  Sketch  of  the  centralized  statistical  system  of  the 
Massachusetts  Department  of  Mental  Diseases. 

c.  Operation  of  the  statistical  system  in  eighteen  mental 
hospitals  and  State  schools. 

d.  Advantages  of  the  newer  statistical  methods. 

e.  The  Rockefeller  Research  Project  in  Mental  Diseases 
and  Mental  Deficiency. 

II.    New  Facts  on  Mental  Diseases  in  Massachusetts 

a.  How  many  times  does  the  mental  patient  require 
hospitalization? 

b.  Which  psychoses  make  up  the  bulk  of  our  readmis- 
sions? 

c.  Why  the  factor  of  age  at  admission  influences  the 
administrative  policies  of  the  hospital. 

d.  Why  do  the  married  show  less  mental  disease? 

e.  Does  marital  status  influence  the  age  of  onset  of  the 
psychosis? 

f.  Why  are  readmissions  younger  than  first  admissions? 

g.  What  is  the  average  length  of  hospital  stay  of  dis- 
charged cases? 

h.  Does  the  economic  status  of  the  patient  influence  the 
matter  of  his  discharge? 

j.   Why  do  patients  remain  longer  in  one  hospital  than 
another? 

k.  What  is  the  average  length  of  hospital  stay  of  cases 
dying? 

1.    Why  do  readmissions  who  die  remain  in  the  hospital 
longer  than  first  admissions? 


1  From  the  Division  of  Statistics  and  Research,  Massachusetts  State  Department  of  Mental 
Diseases.  The  writer  was  assisted  in  the  preparation  of  this  paper  by  Miss  Hariet  Dolan, 
Chief  Research  Worker,  D.M.D. 
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m.  Why  do  readmissions  who  die  spend  the  same  length 
of  time  in  hospitals  regardless  of  the  number  of  times 
admitted? 

n.  Does  the  standard  of  medical  care  vary  in  different 

mental  hospitals? 
o.  What  is  the  average  length  of  residence  of  patients 

making  up  the  resident  population  of  our  mental 

hospitals? 

p.  Does  the  age  at  admission  affect  the  length  of  hospital 
stay  of  our  resident  cases? 

q.  What  is  the  previous  hospital  stay  of  readmissions  in 
the  resident  population? 

r.  Which  psychosis  groups  die  or  are  discharged  and 
which  tend  to  make  up  the  resident  population? 

s.  How  does  the  admission  age  of  the  resident  popula- 
tion compare  with  the  present  age? 

t.  The  significance  of  the  age  factor  in  the  resident 
population  of  mental  hospitals. 

III.  Summary 

Introduction 

The  inauguration  of  a  new  method  of  recording  statistical 
information  concerning  mental  patients  was  one  department 
project  very  close  to  the  heart  of  our  late  commissioner,  Dr. 
George  M.  Kline.  He  regarded  with  great  pride  the  installation 
of  this  new  system  in  our  mental  hospitals,  as  he  believed  it  to  be 
an  innovation  of  far-reaching  possibilities.  In  addition,  it  was 
a  matter  of  great  satisfaction  to  him  to  realize  that  his  depart- 
ment was  the  pioneer  in  establishing  this  new  method  of  analysis, 
which  he  considered  the  most  outstanding  system  in  the  United 
States  for  the  collection  of  statistics  on  mental  diseases.  He  was 
of  the  opinion  that  this  new  procedure  broadened  the  field  of 
research  in  mental  diseases,  and  made  available  a  method  which 
eventually  would  be  productive  of  invaluable  results.  Dr.  Kline 
took  much  satisfaction  in  speaking  about  and  demonstrating 
his  new  system  to  many  interested  individuals  both  from  other 
states  and  other  countries.  It  seems  fitting,  therefore,  that  we 
offer  an  outline  and  also  some  of  the  results  of  this  new  activity 
of  the  Department.  In  this  way  Dr.  Kline's  many  friends  and 
associates  may  become  acquainted  with  the  work  and  thus  be  in 
a  position  to  form  an  opinion  as  to  its  value. 

I  —  (a)  The  Need  for  Better  Information  in  Mental  Diseases 

During  the  past  twenty  years  there  has  been  evidence  of  a 
steadily  mounting  public  interest  in  the  study  of  mental  diseases. 
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It  is  now  common  knowledge  that  these  disorders  have  been 
responsible  for  the  annual  withdrawal  of  many  thousands  of 
individuals  from  society,  and  the  number  has  assumed  such  pro- 
portions that  mental  disturbance  has  actually  become  one  of  our 
major  social  problems.  The  occurrence  of  mental  disease  is  not 
only  of  serious  consequence  to  the  individual  and  to  his  family, 
but  it  is  of  primary  importance  to  all  State  governments.  Ad- 
ministrative and  financial  difficulties  have  arisen  because  of  the 
continued  increase  in  the  number  of  our  mental  patients,  and  the 
providing  of  hospital  accommodation  for  them  has  become  a 
major  item  in  the  budgets  of  many  states.  In  Massachusetts,  for 
example,  we  find  that  between  15  and  20  per  cent  of  the  annual 
budget  of  the  Commonwealth  is  expended  for  the  care  of  mental 
patients. 

Aside  from  the  social  and  economic  aspects  of  the  situation, 
there  has  also  been  a  much  more  widespread  public  interest  in 
mental  diseases.  This  has  been  due  largely  to  the  remarkable 
work  of  the  Mental  Hygiene  movement.  Its  educational  pro- 
gram has  greatly  stimulated  the  study  and  appreciation  of  the 
part  which  mental  disturbances  play  in  our  modern  life.  It  has 
demonstrated  to  the  average  man  that  deviations  from  the  normal 
in  human  conduct  are  likely  to  be  linked  with  deviations  in 
mental  reactions  and  characteristics.  If  our  lawyers,  sociolo- 
gists, educators  and  members  of  the  medical  profession  were  able 
to  obtain  a  working  knowledge  of  the  subject  of  mental  disturb- 
ance, they  would  be  better  qualified  in  interpreting  the  whys  and 
wherefores  of  human  behavior. 

The  broader  dissemination  of  knowledge  regarding  mental 
problems  has  resulted  in  a  marked  increase  in  the  demand  for 
statistics  on  mental  diseases.  Wherever  a  state  government  has 
appointed  a  single  governing  board  which  controls  the  mental 
hospitals  within  the  state,  most  of  the  inquiries  for  information 
are  directed  to  that  board.  This  has  been  particularly  true  in 
Massachusetts.  Our  requests  for  information  have  not  only 
shown  a  steady  increase  over  the  past  ten  or  fifteen  years,  but 
have  revealed  a  qualitative  change  as  well.  Specific  questions 
have  been  asked  which  could  not  be  answered  by  the  only  data 
then  available  —  that  on  first  admission  to  institutions  during 
the  year.  Many  have  asked  for  data  concerning  the  resident 
population  in  our  hospitals.  Dr.  George  M.  Kline,  as  Commis- 
sioner of  the  Department,  was  acutely  aware  of  the  fact  that  we 
were  unable  to  answer  these  questions  except  in  a  very  general 
way.  In  Massachusetts,  as  in  other  states  throughout  the 
country,  our  statistics  had  been  confined,  in  the  main,  to  report- 
ing the  status  of  admissions,  discharges  and  deaths  during  each 
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year.  Although  these  statistics  gave  an  adequate  description 
of  patients  entering  and  leaving  mental  hospitals,  they  did  not 
consider  the  obvious  accumulation  within  institutions  over  a 
period  of  years. 

In  order  to  remedy  this  lack,  Dr.  Kline  determined  to  com- 
pletely reorganize  the  statistical  system  of  the  department  under 
his  direction.  Once  this  decision  had  been  made  he  acted  with 
characteristic  energy  and  enthusiasm,  immediately  securing  an 
appropriation  for  the  necessary  changes.  The  task  of  co- 
ordinating this  new  system  and  establishing  a  new  method  of 
compiling  statistics  was  assigned  to  the  writer,  and  the  work 
was  begun  in  November,  1926.  In  effecting  the  reorganization, 
it  was  our  plan  to  create  a  system  which  would  give  complete 
information  not  only  on  admissions  and  discharges,  but  on  the 
resident  population  within  our  institutions  and  to  do  it  in  such  a 
manner  that  institutional  clerical  work  would  be  lessened  rather 
than  increased.  For  that  reason,  we  went  to  the  business  world 
and  sought  the  aid  of  a  modern  mechanical  accounting  system  to 
enable  us  to  take  on  more  work  with  less  time  and  effort. 


I  —  (b)  Sketch  of  the  Centralized  Statistical  System 

In  initiating  the  work,  the  writer  spent  approximately  four 
months  in  elaborating  a  statistical  code  which  described  in  detail 
the  method  for  recording  data  on  statistical  cards.  *  In  order  to 
determine  the  applicability  of  the  coding  set-up,  test  series  were 
run  in  several  institutions.  During  these  tests  several  important 
facts  became  evident.  In  the  first  place,  we  found  that  the 
statistical  material  necessary  for  our  coding  was  scattered  through- 
out the  case  record.  In  addition,  the  various  institutions  dif- 
fered in  the  interpretation  of  necessary  statistical  data.  Thus,  to 
start  out  with,  it  became  evident  that  if  our  material  was  to  be 
recorded  with  a  minimum  of  difficulty,  some  definite  localization 
of  statistical  data  was  necessary  for  all  hospitals.  In  addition, 
standard  criteria  on  all  items  were  urgently  necessary.  To 
remedy  the  first  defect,  a  new  case-record  folder  was  devised, 
utilizing  four  pages  of  a  double  sheet.  The  original  record  ma- 
terial of  the  Department  was  preserved  wherever  possible  and 
additional  data  incorporated.  This  case-record  folder  co- 
ordinated on  four  pages  all  of  the  necessary  statistical  information 
to  be  coded  regarding  the  individual  patient.  It  made  it  possible 
to  obtain  pertinent  data  on  his  case  history  without  having  to 


*  The  writer  wishes  to  acknowledge  the  great  help  extended  to  him  by  Dr.  Henry  B.  Elkind, 
Medical  Director  of  the  Massachusetts  Society  for  Mental  Hygiene,  in  elaborating  the  code 
and  establishing  certain  criteria  and  methods  of  recording. 
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read  through  the  entire  case-record.  These  case-record  folders 
were  printed  and  distributed  to  all  of  the  institutions.  It  was 
then  required  by  the  Department  that  this  new  type  of  folder  be 
made  out  in  detail  for  each  resident  patient  and  for  each  new 
admission  to  the  institution.  The  code  book  established  definite 
criteria  for  all  items  to  be  considered,  and  thus  the  second  defect 
of  lack  of  uniformity  was  overcome.  Statistical  cards  were  then 
printed  to  correspond  with  the  items  in  the  code  book.  The 
set-up  of  these  statistical  cards  will  be  discussed  in  detail  a  little 
later. 

The  newly  elaborated  code  was  sent  to  the  individual  institu- 
tions. From  the  nature  of  the  questions  arising,  it  became  evi- 
dent that  certain  misunderstandings  were  inevitable.  Indi- 
vidual statistical  clerks  at  institutions  had  been  interpreting 
certain  factors  in  accordance  with  their  own  ideas  for  a  good 
many  years,  and  when  we  attempted  to  present  a  uniform  stand- 
ard we  found  that  it  was  difficult  for  them  to  change  their 
methods.  In  addition,  they  exhibited  a  tendency  to  interpret 
the  new  criteria  so  that  it  fitted  in  with  their  old  way  of  recording. 
Although  all  of  our  institutions  had  been  using  the  statistical 
manual  of  the  National  Committee  for  Mental  Hygiene,  it  was 
found  that  even  with  this  assistance  there  were  specific  differences 
in  the  understanding  of  different  items.  In  looking  over  the  case 
records  we  found  many  interesting  and  novel  situations.  In 
recording  the  marital  status,  for  example,  one  ingenious  clerk 
had  simply  written  in  the  word  "terrible."  Another  clerk  had 
evidently  confused  the  words  "martial"  and  "marital,"  and  here 
we  found  entered  under  the  words  "marital  status"  the  state- 
ment: "Served  in  both  the  Spanish-American  and  World 
Wars." 

The  writer  saw  that  a  personal  explanation  to  the  various 
clerks  would  be  necessary  if  there  was  to  be  a  minimum  of  mis- 
understanding and  misinterpretation  of  the  new  code.  Conse- 
quently, a  special  course  for  all  statistical  clerks  was  held  at  the 
Worcester  State  Hospital  during  May,  1927.  This  course  lasted 
one  week.  After  going  over  the  code,  explaining  all  details  and 
definitely  establishing  the  new  criteria,  the  clerks  were  put  to 
work  on  actual  case  records.  This  method  proved  very  practical, 
and  at  the  end  of  the  week  we  felt  quite  sure  that  the  twenty  odd 
persons  attending  the  course  understood  all  matters  on  a  common 
basis  and  would  record  their  findings  in  a  way  which  would  make 
for  uniform  statistics  throughout  the  State.  To  any  who  might 
be  planning  to  install  a  statistical  system  of  our  type  on  a  state- 
wide basis,  it  is  highly  recommended  that  such  a  method  as  this 
be  used  in  placing  before  the  people  who  are  to  do  the  work  the 
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urgent  necessity  for  carefulness  and  uniformity  in  the  interpreta- 
tion of  data. 

During  the  week  of  the  course  the  writer  learned  a  great  deal 
in  reference  to  the  infinite  capacity  of  statistical  clerks  to  inter- 
ject their  own  interpretations  of  material.  As  a  matter  of  fact, 
he  came  out  of  the  conference  feeling  rather  doubtful  about  the 
accuracy  of  statistics  on  mental  disease  which  had  been  col- 
lected in  this  State  over  past  years.  Under  the  old  statistical 
system  no  provision  had  been  made  for  cases  in  which  the  data 
were  ''unknown."  Thus,  the  various  institutions  had  been 
sending  in  tables,  complete  in  every  detail,  but  with  no  unknowns. 
However,  our  test  series  in  several  institutions  showed  that  in 
approximately  50  per  cent  of  records  one  or  more  items  of  statis- 
tical information  were  lacking.  During  the  course  I  asked  the 
assembled  clerks  how  it  was  that  these  tables  had  been  so  per- 
fectly prepared  when  the  case  records  themselves  did  not  contain 
the  data.    There  was  a  moment  of  embarassed  silence. 

Any  superintendent,  statistician  or  public  official  who  feels 
that  his  statistics  will  automatically  take  care  of  themselves  with- 
out careful  supervision  is  an  incurable  optimist.  The  statistical 
clerks  will  prepare  statistics  in  accordance  with  the  standard  to 
which  they  are  held  by  the  individual  superintendent  or  depart- 
ment head.  We  feel  in  Massachusetts  that  the  standards  of  our 
mental  hospitals  are  as  high  as  any  in  the  country.  From  the 
intimate  knowledge  which  I  have  acquired  within  the  past  few 
years  I  have  serious  doubts  about  the  validity  of  the  older  sta- 
tistics in  mental  disease  in  our  State.  We  must  have  better 
statistics  on  mental  diseases,  and  this  will  come  only  when 
administrators,  statisticians  and  superintendents  become  actively 
interested  in  the  method  in  which  their  data  are  prepared  and 
recorded. 

Following  our  instruction  course,  the  routine  sending  in  of 
statistical  cards  on  all  admissions  and  discharges  was  begun  at 
the  various  institutions  dating  from  May  22,  1927.  The  matter 
of  recording  statistical  data  on  the  resident  population  of  each 
of  the  institutions  was  taken  over  by  a  special  research  group  of 
eight  workers  who  had  been  placed  in  the  field  on  March  22,  1927. 
The  first  institution  visited  was  the  Danvers  State  Hospital,  and 
upon  the  completion  of  the  work  there,  every  institution  and 
State  school  supervised  by  the  Department  of  Mental  Diseases 
was  visited  in  turn.  A  complete  record  was  made  out  for  each 
patient  on  the  books  of  all  institutions  on  September  30,  1926, 
and  for  each  admission  and  discharge  from  that  date  up  to  May 
22,  1927.  It  took  nearly  a  year  to  complete  the  coding  on  our 
resident  population  alone.    Within  a  period  of  fourteen  months, 
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however,  we  had  a  detailed  statistical  card  in  the  Department 
at  the  State  House  for  every  patient  actually  within  our  mental 
hospitals  on  a  specific  date.  In  addition,  the  cards  on  all  ad- 
missions and  discharges  from  September  30,  1926,  had  been  com- 
pleted and  filed.  It  may  be  well  to  mention  that  the  above 
arbitrary  date  was  selected  for  the  initiation  of  our  system  as  it 
gave  us  the  situation  at  the  end  of  a  statistical  year. 

I  —  (c)  Operation   of  Statistical   System   in   Eighteen  Mental 
Hospitals  and  State  Schools 

In  order  to  have  comprehensive  statistics  on  mental  cases, 
accurate  information  is  necessary  on  four  separate  groups  of 
patients: 

1.  Cases  admitted. 

2.  Cases  discharged  or  dead. 

3.  Cases  actually  in  residence  in  the  institutions. 

4.  Cases  on  the  books  of  the  institutions  but  temporarily 
absent  on  visit,  parole,  escape  or  in  family  care. 

To  make  this  recording  possible,  we  devised  a  special  three- 
card  system  as  follows: 

"A"  Card,  Admission  or  in  Residence.  This  card,  manila  in 
color,  is  sent  to  the  Department  thirty  days  after  the  admission 
of  a  patient.  The  thirty-day  interval  is  given  to  allow  a  suffi- 
cient time  for  the  determination  of  a  diagnosis.  The  "A"  cards 
give  a  census  of  the  actual  resident  patients  in  institutions  for  any 
specific  date.  As  long  as  the  patient  remains  within  the  institu- 
tion he  is  carried  on  this  card. 

"C"  Card,  not  in  Residence  but  on  Books.  This  card,  buff  in 
color,  is  sent  to  the  Department  within  five  days  after  the  patient 
leaves  the  hospital  on  visit,  parole,  escape  or  in  family  care.  It 
signifies  that  although  the  patient  is  not  within  the  institution, 
he  is  still  carried  on  the  books.  If  the  patient  returns  to  the  hos- 
pital from  visit,  he  goes  back  on  an  "A"  card  as  he  is  again  in 
residence. 

"D"  Card,  Discharge  or  Death.  This  card,  salmon  in  color,  is 
sent  to  the  Department  within  five  days  after  the  discharge  or 
death  of  a  patient.  The  "D"  cards  give  us  a  census  of  all  dis- 
charges and  deaths  for  any  specific  year. 

The  information  on  the  statistical  cards  is  cumulative.  That 
is,  the  information  on  the  admission  card  "A"  accumulates  on  the 
"D"  or  discharge  card.  The  latter  card  gives  a  complete  picture 
of  the  hospital  life  of  the  patient,  including  data  on  his  previous 
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admissions  as  well  as  his  present,  admission.  This  three-card 
system  gives  the  status  of  each  patient  under  care.  He  is  either 
admitted  and  within  the  institution  ("AM  card) ;  he  is  temporarily 
out  of  the  institution  on  visit,  parole,  escape  or  family  care 
("C"  card);  or  he  has  been  discharged  or  has  died  ("D" 
card). 

On  the  face  of  these  cards  is  recorded  the  full  name  of  the 
patient,  the  date  of  admission,  his  legal  status  upon  admission, 
and  the  dates  and  section  numbers  of  each  change  in  legal  status 
which  he  may  have.  For  instance,  a  patient  may  come  in  on  a 
ten-day  temporary  care  certificate  and  may  later  be  given  a 
change  in  legal  status  to  a  regular  court  commitment.  In  the 
event  that  he  goes  out,  there  is  space  to  record  the  date  of  leaving 
or  return  from  visit,  etc. 

According  to  the  previous  method  of  reporting  statistics,  each 
institution  made  up  the  minimum  set  of  eighteen  tables  for  its 
annual  report  from  the  National  Committee  statistical  cards. 
Copies  of  these  tables  were  then  sent  to  the  Department  of 
Mental  Diseases,  where  they  were  combined  for  the  Annual  Re- 
port of  the  Department.  This  method  gave  eighteen  institutions 
the  task  of  attending  to  their  own  statistical  work  and  then  gave 
the  central  Department  the  task  of  making  the  various  combina- 
tion tables,  a  very  long-drawn-out  and  time-consuming  process. 
Under  the  new  system  all  of  this  work  is  centralized,  and  the 
Department  now  supplies  the  statistics  for  each  institution.  All 
statistical  data  are  now  compiled  from  the  coded  cards  which 
have  been  sent  to  the  Department  during  the  year. 

In  addition  to  making  up  statistical  tables  for  their  own  insti- 
tutional report,  it  had  been  one  of  the  duties  of  our  mental 
hospitals  to  make  out  special  schedules  each  year  for  the  United 
States  Bureau  of  the  Census.  With  a  view  to  lessening  the 
burden  of  this  task,  also,  we  approached  the  Hon.  William  M. 
Steuart,  Director  of  the  Bureau  of  the  Census,  with  reference  to 
changing  our  method  of  reporting.  After  discussing  the  matter 
during  a  personal  visit  to  Washington,  the  Bureau  agreed  to 
accept  punched  copies  of  our  cards  in  lieu  of  the  regular  schedules 
sent  annually  to  the  Census  Bureau.  Thus,  the  annual  tables 
are  made  up  within  the  Bureau  and  our  institutions  are  relieved 
of  this  work.  In  addition  to  the  above  schedules,  many  of  our 
hospitals  had  been  reporting  the  psychosis  and  sex  of  all  admis- 
sions during  each  current  month  to  the  Bureau  of  the  Public 
Health  Service.  The  latter  had  been  using  these  data  in  making 
up  the  monthly  report  on  the  incidence  of  mental  disease  through- 
out the  United  States.  Through  the  help  of  Assistant  Surgeons- 
General  Ralph  C.  Williams  and  Walter  L.  Treadway,  the  Bureau 
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of  the  Public  Health  Service  likewise  agreed  to  take  copies  of  our 
punched  cards  in  place  of  the  monthly  reports  of  the  Massachu- 
setts mental  hospitals.  Thus,  in  addition  to  taking  over  the  actual 
statistical  work  of  the  various  institutions,  we  were  able  to  relieve 
them  of  the  extra  detail  of  reporting  separate  data  to  each  of  the 
above  governmental  Bureaus. 

The  Statistical  Card.  The  statistical  card  is  rather  small,  3}4 
by  7)4  inches,  but  it  concentrates  a  great  deal  of  information  in  a 
very  small  space.  The  method  of  coding  by  circling  is  shown  in 
Graph  I.  Here  we  have  a  coded  discharge  or  "D"  card.  With- 
out making  any  attempt  to  preserve  the  order  in  accordance  with 
their  sequence  by  column,  a  brief  resume  of  the  facts  recorded  on 
this  card  is  given  as  follows:  The  patient  was  admitted  to  the 
Boston  Psychopathic  Hospital  on  April  1,  1929,  on  a  regular 
court  commitment,  Section  51.  He  is  a  readmission,  having  had 
one  previous  court  and  one  previous  observation  commitment  to 
the  Psychopathic  Hospital,  and  two  previous  court  and  two 
previous  observation  commitments  to  all  institutions.  His  resi- 
dence is  Boston.  He  is  57  years  old.  The  patient  was  born  in 
the  United  States.  His  mother  and  father  were  born  in  England, 
and  his  race  is  English.  His  color  is  white ;  sex,  male;  religion, 
Catholic;  education,  common  school;  citizenship,  citizen  by 
birth;  environment,  urban;  economic  status,  marginal;  use  of 
alcohol,  temperate;  years  in  the  United  States,  more  than  four- 
teen: marital  condition,  married;  and  the  patient  is  not  a 
veteran.  His  mental  diagnosis  is  General  Paralysis.  The  total 
time  that  he  spent  on  the  books  of  the  Psychopathic  Hospital 
during  the  period  that  this  card  represents  was  two  months. 
The  total  time  spent  on  the  books  of  all  institutions  during  all  of 
his  admissions  was  seven  years  and  four  months.  He  spent  no 
time  out  of  the  hospital  on  visit,  escape  or  family  care  during 
this  admission.  The  total  time  out  during  all  admissions  was 
two  years  and  three  months,  while  the  number  of  times  that  he 
was  out  during  all  admissions  was  six.  This  patient  was  dis- 
charged in  June,  1929,  because  of  death  while  in  the  institution. 
The  primary  cause  of  his  death  was  General  Paralysis.  His 
mental  condition  at  death  was  "unimproved."  He  had  no 
change  in  diagnosis  during  this  admission.  The  patient  has  had 
three  admissions  to  this  institution,  the  Psychopathic  Hospital, 
and  has  had  a  total  of  five  admissions  to  all  mental  hospitals 
during  his  life.  Thus  we  see  that  the  amount  of  information 
available  from  the  limited  space  of  the  statistical  card  is  quite 
surprising.  The  items  recorded  not  only  answer  all  of  the  ques- 
tions of  the  minimum  National  Committee  Tables,  but  also  those 
propounded  by  the  United  States  Bureau  of  the  Census. 
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When  the  circled  statistical  card  is  sent  to  the  Department  it 
is  recorded  as  having  been  received.  Then  it  is  checked  with  the 
commitment  paper  covering  the  admission  of  the  individual 
patient  concerned,  and  it  is  also  checked  with  the  weekly  report 
of  admissions  and  discharges  from  the  particular  institution.  To 
verify  information  in  reference  to  previous  discharges,  it  is  then 
checked  with  the  Department  file  card  (now  discontinued),  which 
records  all  previous  admissions.  After  thorough  checking,  four 
typewritten  copies  are  made  of  the  face  side  of  the  card,  on  which 
is  recorded  the  name  of  the  patient,  the  name  of  the  hospital 
where  he  is  being  held,  the  date  of  admission,  and  so  on.  These 
four  copies  are  then  ready  to  be  punched  in  accordance  with  the 
coding  on  the  original  statistical  card.  With  the  keyboard  punch 
(Graph  II*)  an  operator  can  set  the  machine  and  punch  the  four 
cards  in  about  fifteen  seconds.  On  the  punched  copies,  holes 
now  take  the  place  of  the  penciled  circles  of  the  original  card, 
thus  making  them  available  for  the  mechanical  sorter.  This 
machine  automatically  records  the  findings  in  reference  to  any 
particular  item  in  accordance  with  the  location  of  the  various 
punches.  From  the  recording  dials  on  the  machine  the  results 
are  copied  to  the  tables  and  the  work  is  done  (Graph  II).  After 
this  process  has  been  completed,  the  original  circled  card  is  placed 
in  the  Department  alphabetical  file.  Under  a  certain  name,  for 
example,  will  be  found  all  of  the  discharge  cards  for  previous 
admissions  constituting  a  complete  record  of  the  patient's  various 
hospital  residences. 

The  four  punched  copies  for  sorting  machine  use  are  distributed 
as  follows: 

1.  Placed  in  Department  machine  file.  This  card  is  used  in 
making  up  the  institution  annual  tables  and  the  Department 
Annual  Report. 

2.  Returned  to  the  institution  as  a  permanent  record.  This  copy 
is  returned  to  the  institution  which  sent  in  the  original  circled 
card  and  can  be  referred  to  in  case  the  patient  goes  on  visit,  is 
discharged  or  readmitted,  without  a  time-consuming  search  of 
old  records  for  statistical  information. 

3.  Mailed  to  the  U.  S.  Bureau  of  the  Census.  This  copy  is  sent 
directly  to  the  Bureau  of  the  Census,  where  all  statistical 
compilations  for  Massachusetts  institutions  are  done  for  the 
Annual  Census  on  Mental  Diseases. 

4.  Mailed  to  the  U.  S.  Bureau  of  the  Public  Health  Service. 
Copies  of  cards  in  reference  to  admissions  and  discharges  are 


*  Valuable  assistance  was  rendered  the  writer  in  adapting  our  statistics  on  mental  diseases 
to  punch  card  use  by  Mr.  M.  T.  Tompkins  and  Mr.  E.  E.  White  of  the  Remington  Rand  Cor- 
poration, Powers  Accounting  Machine  Division. 
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sent  monthly  to  the  Bureau  of  the  Public  Health  Service  where 
all  sorting  and  statistical  work  is  done  within  the  Bureau. 

I  —  (d)  Advantages  of  the  Newer  Statistical  Methods 

Those  who  have  been  concerned  with  the  making  out  of  tables 
for  institutional  annual  reports  can  appreciate  the  difficulty  of 
completing  the  combined  annual  report  of  a  central  department 
which  prepares  statistics  for  eighteen  mental  hospitals  and  State 
schools.  Earlier  reports  of  the  Department  up  to  1928  contained 
a  total  of  26  tables  on  which  the  present  reports  present  189 
tables  on  mental  diseases  as  a  State  problem.  Under  the  old 
hand-sorting  method  it  would  have  taken  a  very  large  clerical 
force  to  complete  the  volume  of  work  now  being  handled  under 
the  new  statistical  method.  The  adoption  of  the  mechanical 
accounting  system  and  the  use  of  a  machine  (Graph  II)  to  sort 
and  count  the  individual  cards  at  almost  incredible  speed  has 
made  it  possible  for  us  to  take  on  a  great  deal  of  additional  work 
without  increasing  our  office  force.  The  sorting  is  done  at  the 
rate  of  400  cards  per  minute,  so  that  a  single  item  based  on  1,000 
admissions  can  be  sorted  in  less  than  three  minutes.  Our  ma- 
chine not  only  sorts  the  cards,  but  counts  them  as  well,  and  when 
a  group  of  cards  has  been  run  through,  the  numbers  falling  in  the 
designated  groups  are  recorded  automatically  on  the  counters. 
In  other  words,  the  table  is  being  made  as  the  cards  are  being 
sorted,  so  that  it  is  simply  a  matter  of  recording  the  results.  In 
sorting  for  some  of  the  shorter  items,  it  is  possible  to  make  two 
or  three  tables  at  the  same  time.  Because  of  the  double  and 
triple  punching  in  one  column,  we  can  make  three  tables,  one  on 
color,  one  on  sex,  and  one  on  religion,  for  example,  at  the  same 
time.  This  multiple  table  making  is  possible  because  of  the  fact 
that  the  counters  will  record  multiple  items  while  the  machine  is 
sorting  a  single  item. 

The  use  of  the  above  mechanical  system  need  not  be  confined 
to  statistics  solely,  for  it  can  be  extended  to  the  field  of  research 
in  widely  differing  subjects.  For  example,  it  can  be  used  in 
matters  of  administration,  finance,  or  clinical  research  in  mental 
diseases.  At  the  present  time  the  Department  is  using  two 
special  research  cards  in  addition  to  those  of  our  regular  statistical 
system.    These  are  as  follows: 

Special  Card  Xo.  1.  This  card  gives  in  detail  the  amount  of 
time  that  each  patient  has  spent  on  visit,  on  parole,  on  escape,  or 
in  family  care  during  the  present  admission.  The  information 
contained  here  is  of  value  in  predicting  the  amount  of  time  each 
patient  will  actually  remain  within  the  institution.  This  card 
also  records  data  in  reference  to  changes  of  diagnosis  during  the 
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present  admission.  The  latter  item  is  not  only  of  interest  in 
mental  cases,  but  checks  changes  in  the  intelligence  quotients  of 
our  State  school  population,  by  age. 

Special  Card  No.  2.  This  card  is  used  for  research  in  mental 
deficiency,  the  data  being  based  on  the  examination  of  nearly 
70,000  retarded  children  in  the  public  schools  of  Massachusetts. 
It  is  probably  unnecessary  to  say  that  mechanical  assistance  in 
table  making  becomes  absolutely  necessary  when  the  cases  to  be 
studied  are  in  the  thousands. 

Special  Card  No.  3.  This  card  reports  clinical  data  on  mental 
patients.  In  addition  to  the  standard  statistical  data,  we  have 
material  on  heredity,  size  of  family,  order  of  birth,  physical  ill- 
nesses, medical  history,  physical  defects,  and  many  other  items. 
This  card  can  be  used  on  specific  problems  as  they  arise. 

I  —  (e)  The  Rockefeller  Research  Project  in  Mental  Diseases  and 
Mental  Deficiency 

Once  we  had  installed  the  mechanical  system  for  the  recording 
of  statistics  in  our  mental  hospitals  and  schools  and  a  few  of  the 
results  had  been  tabluated,  Dr.  Kline  felt  that  in  this  new  method 
we  had  an  unusual  opportunity  to  study  mental  diseases  and 
mental  defect  in  a  manner  which  might  produce  results  of  far- 
reaching  importance.  The  installation  of  the  system  had  been 
so  time-consuming  and  expensive  that  we  could  not  expect  the 
State  to  assume  the  burden  of  further  expenditures  to  complete 
the  research  phase  of  the  work.  It  was  then  that  Dr.  Kline 
turned  to  other  sources  and,  in  the  early  part  of  1928,  placed  a 
complete  outline  of  the  possibilities  and  purposes  of  a  suggested 
research  project  before  the  Laura  Spelman  Rockefeller  Founda- 
tion. Several  officers  of  the  Foundation  visited  the  Department, 
closely  inspected  our  newly  created  system,  and  gave  very  careful 
study  to  the  proposed  plan  of  analysis  and  the  results  to  be  ob- 
tained therefrom.  After  this  investigation,  they  approved  a 
grant  to  the  Department  on  July  1,  1928,  to  finance  a  three-year 
study  of  our  mental  patients.  This  study  was  to  include  the 
coding  of  material  on  all  discharges  from  Massachusetts  public 
mental  hospitals  and  State  schools  for  the  ten-year  period  1917- 
1926.  It  was  found  impossible  to  complete  the  work  in  the  pre- 
scribed three-year  period,  and  in  1931  the  Rockefeller  Foundation 
approved  a  second  grant  for  an  additional  three-year  period. 
We  are  now  in  the  period  of  analysis  of  these  results  and  expect, 
in  the  near  future,  to  publish  some  of  this  material.  The  difficul- 
ties in  attacking  a  problem  of  this  size  can  be  better  appreciated 
when  we  state  that  the  total  analysis  will  involve  considerably 
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over  100.000  cases.  A  study  of  this  size  has  never  before  been 
presented  to  the  field  of  medicine.  Previous  analyses  in  psy- 
chiatry have  been  based  on  surprisingly  small  numbers  of  cases. 
In  general  medicine  the  studies  have  been  a  little  larger,  but  we 
have  here  the  unique  opportunity  of  studying  and  presenting 
data  on  the  largest  number  of  cases  ever  studied  in  the  history 
of  medicine. 

We  have  now  outlined  the  method  in  which  our  present  statis- 
tical system  came  into  being,  and  have  explained  its  operation. 
We  wish  to  present  a  few  of  the  results  which  this  new  method 
has  made  possible  and  which  have  never  been  presented  before 
in  any  statistics  involving  an  entire  State  hospital  system.  In 
the  following  section  we  present  and  discuss  certain  tables  descrip- 
tive of  interesting  data  concerning  admissions,  discharges  and 
deaths  at  our  institutions  during  1932,  as  well  as  the  resident 
population  in  each  hospital  for  that  year. 

Admissions 

II  —  (a)  How  Many  Times  Does  the  Mental  Patient  Require 

Hospitalization? 

One  of  the  characteristics  of  mental  diseases  as  opposed  to 
other  types  of  illness  is  the  tendency  for  certain  patients  to  be 
admitted  to  the  mental  hospital  time  and  time  again.  There  is  a 
definite  tendency  for  psychoses  to  recur  and  thus  necessitate  the 


Table  1.  —  Xumber  of  Times  Admitted,  All  Court  Commitments,* 
1932:  Numbers  and  Percentage  Distribution 


N'umbeb  of  This  Admission"  hi  1932 

NciCBEB 

Percentage 

M.          F.  T. 

If.          F.  T. 

First  admission  .... 

Second  admission  .... 

Third  admission  .... 

Fourth  admission  . 

Fifth  admission  .... 

Sixth  admission  .... 

Seventh  admission 

Eighth  admission  .... 

Ninth  admission  .... 

Tenth  +  admission 

Total  

Average  number  of  times  admitted 

1.625      1.478  3.103 
134         139  273 
111          97  208 
50          66  116 
26          28  54 
18          20  38 

7  11  18 

8  5  13 
4  15 

9  13  22 

81.6       79.5  80.6 
6.7         7.5  7.1 
5  6         52  5.4 
2.5         3.6         3  0 
1.3         1.5  14 
.9         11  1.0 
.3           .6  .5 
.4           .3  3 
.2           .05  .1 
.5           .7  .6 

1  992      1.858  3.850 
1.46       1.52  1.49 

100.0      100.0  100.0 

*  All  first  admissions  and  read  missions  by  court  commitment. 
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patient's  return  for  additional  treatment.  The  average  medical 
man  and  even  some  psychiatrists  have  the  impression  that  the 
great  bulk  of  mental  cases  are  made  up  of  first  admissions,  and 
that  readmissions  are  of  relative  unimportance.  For  the  pur- 
pose of  clarifying  this  matter,  Table  1  is  inserted  showing  the 
actual  number  of  times  that  our  1932  court  cases  were  admitted. 
This  table  shows  the  number  of  cases  having  one  admission  only, 
the  number  having  two  admissions,  three  admissions,  four  ad- 
missions, and  so  on  up  to  the  number  of  cases  admitted  ten  or 
more  times.  We  note  that  3,103,  or  80.6  per  cent  of  the  total 
number  admitted  came  to  a  mental  hospital  for  the  first  time 
during  1932.  Seven  and  one-tenth  per  cent  were  admitted  for 
the  second  time;  5.4  per  cent  for  the  third  time;  3.0  per  cent  for 
the  fourth  time;  and  1.4  per  cent  for  the  fifth  time.  Six-tenths 
per  cent  (.6)  of  patients  had  their  tenth  or  higher  admission  dur- 
ing the  year.  It  is  evident,  then,  that  approximately  80  per 
cent  of  all  admissions  were  first  admissions,  and  20  per  cent  were 
readmissions  for  this  one  year.  We  know,  too,  that  these  pro- 
portions remain  approximately  the  same  from  year  to  year.  It 
will  be  noted  that  the  average  number  of  times  admitted  was 
1.49  for  both  sexes. 

There  is  a  slight  tendency  for  the  females  to  make  up  the  higher 
proportions  of  the  readmissions,  while  the  males  show  higher 
proportions  among  the  first  admissions.  In  the  males,  81. 6  per 
cent  were  first  admissions,  and  18.4  per  cent  were  readmissions. 
Among  the  females,  79.5  per  cent  were  first  admissions  and  20.5 
per  cent  were  readmissions.  The  proportions  for  the  females 
exceed  the  males  in  cases  admitted  two,  four,  five,  six,  seven  and 
ten  times.  Reduced  to  averages,  the  males  admitted  during  this 
year  averaged  1.46  admissions,  while  the  females  averaged  1.52 
admissions. 

The  significance  of  the  factor  of  readmission  among  mental 
cases  is  more  serious  than  would  appear  from  this  table.  A 
certain  proportion  of  our  first  admissions  die  while  in  the  hospital 
and  never  have  an  opportunity  to  return.  Thus,  this  tendency 
to  readmission  is  confined  to  those  surviving.  A  certain  group 
of  first  admissions  die  quickly.  Another  group  improves  and 
leaves  the  hospital.  A  certain  proportion  of  these  tend  to  return 
to  mental  hospitals  again  and  again. 

II  —  (b)  Which  Psychoses  Make  up  the  Bulk  of  Our  Readmissiomf 

Xow  that  we  have  pointed  out  that  readmission  is  an  import- 
ant factor  in  mental  disease  we  may  reasonably  ask  the  question 
as  to  which  psychoses  show  the  greater  tendency  in  this  direction. 
In  Table  2  we  have  calculated  the  average  number  of  times  ad- 
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mitted  for  all  1932  court  commitments,  by  psychoses.  These 
are  arranged  in  order,  the  psychoses  showing  the  highest  average 
number  of  times  admitted  being  placed  first  in  the  table.  This 
alignment  makes  it  quite  easy  to  determine  which  psychoses 
tend  to  return.  The  highest  averages  for  number  of  times 
admitted  are  as  follows:  manic-depressive  psychoses,  2.22; 
psychoses  with  psychopathic  personality,  1.80;  cases  without 
psychoses,  1.60;  dementia  praecox,  1.56;  and  paranoia  or  para- 
noid conditions,  1.56.  The  lowest  averages  are  observed  in 
psychoses  with  cerebral  arteriosclerosis,  1.10;  psychoses  with 
other  somatic  diseases,  1.09;  undiagnosed  psychoses,  1.08;  and 
psychoses  with  brain  tumor,  1.00. 


Table  2  —  Average  Number  of  Times  Admitted,  All  Court  Com- 
mitments* 1932,  by  Psychoses 


Psychoses 

Number 

Average  Number 

Manic-depressive  ..... 

652 

2.22 

With  psychopathic  personality 

35 

1.80 

Without  psychoses  ..... 

58 

1.60 

923 

1.56 

Paranoia  or  paranoid  conditions  . 

110 

1.56 

With  mental  deficiency  .... 

172 

1.48 

Due  to  drugs  and  other  exogenous  toxins 

23 

1.47 

248 

1.39 

With  other  brain  or  nervous  diseases  . 

75 

1.30 

With  cerebral  syphilis  .... 

33 

1.27 

Epileptic  psychoses  ..... 

47 

1.27 

Psychoneuroses  and  neuroses 

66 

1.27 

With  Huntington's  chorea 

4 

1.25 

Traumatic  ...... 

22 

1.22 

General  paralysis  ..... 

232 

1.20 

Involution  melancholia  .... 

111 

1.19 

Senile  

230 

1.13 

With  cerebral  arteriosclerosis 

638 

1.10 

With  other  somatic  diseases 

111 

1.09 

Undiagnosed  psychoses  .... 

49 

1.08 

With  brain  tumor  ..... 

6 

1.00 

With  pellagra  

3 

1.00 

2 

1.00 

Total  

3,850 

1.49 

*  All  first  admissions  and  readmissions  by  court  commitment. 


We  have  been  aware  of  the  fact  that  the  maniac-depressive 
psychoses  showed  a  consistent  tendency  to  readmission.  How- 
ever, it  has  not  been  commonly  known  that  this  was  also  true  of 
psychoses  with  psychopathic  personality,  and  it  is  certainly  a  new 
result  to  find  that  cases  without  psychoses  show  such  a  tendency 
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to  readmission.  On  investigation  we  find  that  the  latter  are 
made  up  chiefly  of  cases  of  mental  deficiency,  or  epilepsy  with 
episodic  outbursts  simulating  a  mental  disturbance.  A  certain 
proportion  of  these  cases  are  those  showing  early  psychotic 
episodes  which  may  be  considered  as  the  precursors  of  a  later 
developing  psychosis.  They  may  have  one  or  two  admissions 
in  which  their  mental  symptoms  clear  rather  quickly  and  they 
are  diagnosed  as  without  psychosis.  Later  they  return  with 
their  psychosis  more  fully  developed,  and  are  placed  in  one  of 
the  psychotic  groups.  The  psychoses  with  brain  tumor  and 
psychoses  with  pellagra  show  the  lowest  averages,  but  the  num- 
bers of  cases  in  these  groups  are  so  small  that  we  are  hardly 
justified  in  drawing  any  conclusions. 

II  —  (c)  Why  the  Factor  of  Age  at  Admission  Influences  the 
Administrative  Policies  of  the  Hospital 

Many  superintendents  throughout  the  State  have  been  inter- 
ested in  making  a  comparison  of  the  outcome  of  cases  in  their 
institutions  with  the  outcome  of  cases  in  other  state  hospitals. 
On  the  surface,  it  has  seemed  reasonable  to  assume  that  if  one 
hospital  has  a  higher  discharge  rate  than  another,  the  first  hospi- 
tal has  a  superior  method  of  treatment.  However,  the  factor  of 
discharge  is  really  largely  dependent  upon  the  age  of  the  patient 
at  the  time  of  admission.  A  hospital  which  draws  the  larger 
proportion  of  its  patients  from  the  older  age  groups  would  have 
a  high  death  rate  and  a  low  discharge  rate  as  compared  with  some 
of  the  institutions  admitting  patients  from  the  younger  age 
groups.  In  order  to  demonstrate  this  difference  in  admission 
ages  we  insert  Table  3,  which  shows  the  average  age  at  admission 
of  all  1932  first  court  admissions,  by  hospital.  We  note  that  the 
average  age  of  patients  admitted  to  the  Boston  State  Hospital 
for  the  first  time  during  1932  was  54.4  years.  The  Gardner  State 
Colony  showed  an  average  age  of  50.6  years,  while  the  Taunton 
State  Hospital  showed  an  average  age  of  50.1  years.  At  the 
other  end  of  the  scale  we  see  that  the  Grafton  State  Hospital 
showed  an  average  admission  age  of  41.7  years;  the  Boston 
Psychopathic  Hospital,  39.1  years;  and  the  Monson  State 
Hospital,  25.5  years. 

This  table  shows  us  the  danger  of  drawing  conclusions  from 
research  work  based  upon  the  analysis  of  admissions  to  any  one 
institution.  It  is  quite  evident  that  even  though  each  individual 
institution  cares  for  all  types  of  mental  patients  (exclusive  of 
Monson),  some  hospitals  admit  patients  at  different  age  levels 
than  others.  The  implications  here  are  very  significant,  for  this 
finding  indicates  a  variation  in  the  distribution  of  the  psychoses 
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in  the  various  hospitals.  Some  institutions  are  getting  a  large 
number  of  older  cases,  the  senile  and  arteriosclerotic,  and  this  is 
registered  in  the  high  average  admission  age.  Other  institu- 
tions are  getting  but  few  of  these  older  cases  and  many  in  the 
middle  or  younger  ages.  These  wide  variations  in  age  at  admis- 
sion might  completely  destroy  the  validity  of  any  investigative 
work  based  on  admissions  to  one  hospital  only.  The  results 
might  be  perfectly  true  for  the  particular  hospital  concerned,  but 
could  not  be  applied  to  mental  disease  throughout  the  State  or 
the  entire  country.    Table  3  also  indicates  the  varying  problems 


Table  3  —  Average  Age  at  Admission  of  First  Admissions  by 
Court  Commitment  during  1982,  by  Hospital 


Hospitals 

First  Admissions 
Court  Commitment 

Average  Age 
at  Admission 

Male 

Female 

Total 

Male 

Female 

Total 

Boston  State  .... 

208 

225 

433 

54.4 

54.3 

54.4 

Gardner  

36 

34 

70 

52.9 

48.2 

50.6 

Taunton  ..... 

153 

147 

300 

52.1 

48.0 

50.1 

Danvers  ..... 

249 

238 

487 

51.2 

48.6 

49.9 

Worcester  .... 

280 

223 

503 

48.9 

47.7 

48.4 

Westborough  .... 

177 

168 

345 

48.1 

48.5 

48.3 

Medfield  

70 

72 

.  142 

48.2 

47.0 

47.6 

Foxborough       .  . 

91 

109 

200 

46.5 

47.9 

47.3 

Northampton  .... 

175 

162 

337 

46.5 

47.0 

46.7 

Grafton  

19 

13 

32 

44.4 

37.8 

41.7 

Boston  Psychopathic  . 

64 

52 

116 

41.8 

35.8 

39.1 

Monson  ..... 

4 

7 

11 

15.2 

31.3 

25.5 

Tewksbury  .... 

2 

2 

50.0 

50.0 

McLean  ..... 

33 

28 

61 

48.8 

37.6 

43.7 

U.  S.  Veterans'  No.  95 

6 

6 

41.6 

41.6 

Bridgewater  .... 

46 

46 

38.0 

38.0 

U.  S.  Veterans'  No.  107 

12 

12 

36.6 

36.6 

All  hospitals 

1,625 

1,478 

3,103 

49.0 

48.1 

48.6 

of  medical  care  for  the  different  hospitals.  Institutions  which 
draw  their  admissions  from  the  older  age  groups  will  have  higher 
death  rates,  lower  discharge  rates  and  a  different  medical  problem 
than  those  which  draw  their  admissions  from  the  younger  age 
groups. 

II  —  (d)  Why  Do  the  Married  Show  Less  Mental  Disease? 

Many  volumes,  both  serious  and  humorous,  have  been  written 
about  the  cares  and  trials  of  married  life.  Even  the  psychiatrist 
who  listens  to  both  sides  of  many  family  differences  probably 
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thinks  that  the  married  contribute  relatively  larger  proportions 
of  troubled  individuals  to  his  practice.  Let  us  check  this  matter 
and  study  the  marital  status  of  first  court  admissions  to  our  State 
hospitals  during  the  year  1932.  The  material  is  outlined  in 
Table  4. 


Table  4. — Marital  Status  of  First  Court  Admissions,  1982: 
Rates  per  100,000  State  Population  Same  Marital  Status, 
U.S.  Census,  1930 


Marital 
Status 

Number 

Per  Cent  Distribution 

Rate  Per  100,000  of 
Same  Marital  Status 

M.        F.  T. 

M.        F.  T. 

M.         F.  T. 

Single 

Married  * 

Widowed 

Divorced 

Separated 

Unknown 

Total 

646       503  1,149 
720       588  1,308 
185       305  490 
47        50  97 
21         32  53 
6-6 

39.8     34.0  37.0 

44.3  39.8  42.2 

11.4  20.6  15.8 
2.9       3.4  3.1 
1.3       2.2  1.7 

.3        -  .2 

118.4     91.1  104.6 
82.7     67.6  75.1 
255.4    167.6  192.6 
442.9    332.8  378.4 

213.6        -  127.4 

1,625     1,478  3,103 

100.0    100.0  100.0 

108.1     91.3  99.3 

*  Rate  includes  "married"  and  "separated." 


This  table  ably  demonstrates  one  of  the  dangers  of  making  up  a 
percentage  distribution  for  any  factor  without  considering  the 
basic  situation  in  the  general  population.  To  overcome  this 
error  we  have  included  rates  which  are  based  upon  the  marital 
status  groups  in  the  general  population  of  our  State  for  1930. 
As  a  result,  we  find  that  of  all  the  individuals  who  were  "single" 
in  the  State  in  19^30,  104  cases  per  100,000  were  admitted  to  our 
State  hospitals  during  1932.  Of  the  "married/'  75  persons  per 
100,000  were  admitted  for  the  same  year.  When  we  come  to  the 
" widowed,"  we  see  that  this  figure  takes  a  tremendous  jump  to 
192  persons  admitted  per  100,000  of  the  population  who  were 
widowed.  The  "divorced"  show  a  still  higher  figure  of  389 
persons  admitted  per  100,000  of  the  divorced  population  of  the 
State.  These  differences  are  also  outlined  in  Graph  III  which 
shows  clearly  that  we  are  having  fewer  married  persons  admitted 
to  State  hospitals  than  those  who  are  single,  widowed  or  divorced. 
As  our  figures  indicate,  relatively  five  times  as  many  divorced 
individuals  are  admitted  as  those  who  are  married. 

The  discussion  of  this  matter  is  so  complicated  that  it  will  not 
be  gone  into  here.  However,  there  are  two  theories  which  may 
be  speculated  upon.  Does  the  occurrence  of  a  divorce  indicate 
that  one  partner  was  unstable  mentally  and  that  this  mental 
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GRAPH  111 

Marital  Status  of  First  Admissions,  1932:  Rates  per  100,000  of  Same  Marita  I 
Status  in  Massachusetts  Population  (U.  S.  Census,  1930) 

condition  contributed  to  the  divorce?  Or  is  it  that  the  divorce 
removed  the  protective  influence  of  the  life  partner  and  enabled 
the  mental  disorder  to  become  evident  to  the  world?  The  latter 
idea  receives  considerable  support  in  the  finding  that  patients 
who  are  "widowed"  also  show  a  higher  rate  of  admission  than 
those  who  are  1 'married.' ' 

In  each  of  the  marital  groups  we  see  a  higher  admission  rate 
for  the  males  than  for  the  females.  For  all  marital  groups  108 
males  and  only  91  females  were  admitted  per  100,000  of  the  popu- 
lation. Thus,  we  have  17  more  men  admitted  per  100,000  than 
women.  Within  the  individual  marital  groups  the  same  situation 
exists.  In  the  "married"  group  the  men  show  the  smallest  excess 
over  the  females,  a  matter  of  15  persons  per  100,000.  The  un- 
married or  "single"  males  show  an  excess  of  27  persons  per 
100,000  over  the  females.  The  "widowed"  males  show  an  excess 
of  88  persons  per  100,000,  while  in  the  "divorced"  group  the 
males  show  an  excess  of  100  persons  per  100,000  over  the  females. 
Our  inference  from  this  is  that  married  men  apparently  have 
their  admission  rate  held  down  to  a  minimum  by  the  mere  fact  of 
marriage.    For  every  100  "married"  women  we  will  have  122 
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"married"  men  admitted.  Among  those  who  are  "single,"  the 
proportion  will  be  100  women  to  130  men.  For  every  100 
"widowed"  women  we  will  have  152  men  whose  wives  have  died. 
Among  the  "divorced"  the  proportion  will  be  100  women  to  136 
men.  From  these  findings  it  would  seem  that  marriage  is  much 
more  of  a  stabilizer  to  men  than  to  women,  as  far  as  mental 
disease  is  concerned. 

II  —  (e)  Does  Marital  Status  Influence  the  Age  of  Onset  of  the 

Psychosis? 

In  the  foregoing  section  we  saw  the  remarkable  differences  in 
admission  rates  for  the  various  marital  status  groups.  The 
question  now  arises  as  to  the  age  at  which  these  various  groups 
develop  their  psychosis  and  are  subsequently  admitted  to  a 
mental  hospital.  In  presenting  the  ages  at  which  the  mental 
condition  necessitated  admission,  we  may  throw  some  light  on 
the  subject  of  sex  differences  and  marital  status  in  mental 
diseases.  Table  5  and  Graph  IV  present  the  average  admission 
ages  of  first  court  admissions  for  1932  by  marital  status  and  sex. 

In  considering  our  data  for  both  sexes  together,  we  observe  that 
the  "single"  cases  show  the  lowest  average  admission  age,  38 
years.  The  "married"  are  next  with  an  average  age  of  50.4 
years;  the  "separated"  group  third,  with  50.5  years;  while  the 
"divorced"  group  are  only  slightly  higher  with  50.8  years.  The 
"widowed"  group  shows  the  highest  average  admission  age  of  all, 
67.6  years.  We  see  here  a  definite  tendency  for  persons  who  are 
"single"  to  be  admitted  at  least  twelve  years  earlier  than  those 
who  are  married,  divorced  or  separated.  Cases  who  are  widowed 
are  admitted  a  great  deal  later  than  any  of  the  other  marital 
groups. 
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Average  Admission  Age  cf  Marital  Status  Groups,  1932,  by  Sex 
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Table  5. — Average  Admission  Age  of  First  Court  Admissions, 
1932,  by  Marital  Status  and  Sex 


Marital  Status  Average  Age  in  Years 

First  Court  Admissions 


Male  Female  Total 


Single   37.4  39.1  4  38.1 

Married   54.1  45.8  50.4 

Widowed   68.1  67.3  67.6 

Divorced   52.2  49.5  50.8 

Separated   54.6  47.8  50.5 

Unknown   49.1  -  49.1 


All  groups        .        .        .        .  49.0  48.1  48.6 


Between  the  sexes  we  see  rather  interesting  differences.  In 
the  totals,  the  males  average  49  years  of  age  at  admission,  while 
the  females  come  in  approximately  one  year  earlier,  at  an  average 
age  of  48.1  years.  In  the  "single"  group  there  is  very  little 
difference  between  the  sexes,  but  in  the  "married"  we  note  a 
wide  interval  of  years  between  the  admission  ages.  Married 
males  do  not  come  to  a  mental  hospital  until  the  average  admis- 
sion age  of  54.1  years,  while  the  females  are  admitted  eight  years 
earlier,  at  an  average  admission  age  of  45.8  years.  In  the 
"widowed"  group  there  is  less  than  one  year's  difference.  In  the 
"divorced"  group  there  is  approximately  three  years'  difference, 
while  in  the  "separated"  group  there  is  a  difference  of  approxi- 
mately seven  years.  We  note  that  only  in  the  unmarried  or 
"single"  group  do  the  females  come  in  at  an  average  admission 
age  which  is  higher  than  that  of  the  males.  In  the  other  four 
groups  the  males  have  distinctly  higher  average  admission  ages, 
the  differences  varying  between  one  year  in  the  "widowed"  group 
to  eight  years  in  the  "married"  group. 

Of  course  there  are  many  factors  other  than  marital  status 
which  influence  the  admission  of  these  patients.  However,  one 
or  two  observations  are  possible  although  no  definite  conclusions 
can  be  arrived  at.  Why  do  the  married  women  come  to  mental 
hospitals  eight  years  earlier  than  married  men?  We  understand, 
of  course,  that  women  have  to  meet  the  physical  demands  of 
child-bearing  and  the  rearing  of  a  family  but,  on  the  other  hand, 
the  men  have  greater  opportunity  for  contact  with  physical 
injury  and  various  infectious  diseases.  The  general  wearing-out 
processes  of  life  should  affect  both  sexes  alike.  Therefore,  we 
wonder  at  this  eight-year  difference  in  admission  ages.  The 
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"widowed' '  group  seems  to  be  dependent  more  or  less  upon  the 
removal  of  the  protection  afforded  by  the  life  partner,  and  we 
see  these  cases  admitted  at  higher  ages.  In  the  "separated" 
group  we  again  wonder  at  the  fact  that  women  are  admitted  at 
an  average  admission  age  which  is  seven  years  younger  than  that 
of  the  men,  while  the  "divorced"  women  come  to  hospital  at  an 
age  which  is  three  years  younger  than  the  males. 

Women  who  are  married  come  to  the  mental  hospital  at  an 
average  age  of  45  years.  Divorced  women  remain  out  of  the 
institutions  until  the  age  of  49  years,  and  separated  women  until 
the  age  of  47  years.  Among  the  males,  however,  the  married, 
divorced  and  separated  come  in  at  approximately  the  same  ages, 
namely,  54  years,  52  years  and  54  years.  It  is  evident  from  this 
table  that  the  admission  ages  of  men  are  not  appreciably  affected 
by  marital  status.  The  admission  ages  of  women,  however, 
seem  quite  definitely  to  be  influenced  by  the  marital  factors. 

"Single"  women  remain  out  of  hospital  two  years  longer  than 
"single"  men.  However,  if  they  have  been  married  but  "di- 
vorced" they  come  to  hospital  three  years  sooner  than  the 
"divorced"  men.  If  they  have  been  married  but  are  "separated" 
they  are  admitted  seven  years  earlier  than  the  males.  If  they 
remain  with  their  husbands,  however,  the  "married"  women  are 
admitted  approximately  eight  and  one  half  years  sooner  than  the 
"married"  men.  Thus,  marital  status  seems  to  be  of  much  more 
significance  to  women  than  men,  at  least  as  far  as  the  age  of  onset 
of  their  psychosis  is  concerned.  In  reference  to  numbers  the 
"married"  status  is  the  most  favorable  in  the  lower  relative 
occurrence  of  mental  disease.  In  the  relatively  few  "married" 
cases  who  develop  mental  disease,  however,  the  "married" 
women  come  to  the  hospital  eight  years  earlier  than  the  married 
men. 

II  —  (/)  Why  Are  Readmissions  Younger  Than  First  Admissions? 

One  of  the  most  interesting  factors  in  relation  to  the  different 
psychoses  is  the  variation  in  age  shown  at  the  time  of  admission. 
Certain  psychoses  tend  to  group  themselves  within  certain  age 
limits,  and  these  age  limits  change,  depending  on  whether  or  not 
the  patient  is  a  first  or  a  readmission.  Table  6  illustrates  this 
tendency  for  each  of  the  psychoses  in  our  first  court  admissions 
and  readmissions  during  the  year  1932. 

We  note  that  the  senile  and  arteriosclerotic  group,  with  average 
ages  at  first  admission  of  75.5  years  and  69.4  years,  lead  the 
various  psychoses.  The  next  important  group  is  involutional 
melancholia,  with  an  average  admission  age  of  52.8  years.  Cases 
with  cerebral  syphilis  show  an  average  of  48.9  years,  while  cases 
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Table  6.  —  Average  Admission  Ages  of  First  Court  Admissions 
and  Court  Readmissions,  1932,  by  Psychoses 


Average  Age  at  Admission  in  Years 

Psychoses 

First  Admissions 

Readmissions 

75.51 

70 

62 

With  cerebral  arteriosclerosis  .... 

69.40 

70 

25 

54.16 

With  brain  tumor  ..... 

53.33 

Involution  melancholia  ..... 

52.80 

50 

35 

50.70 

37 

50 

With  other  somatic  diseases  .... 

49.92 

46 

66 

Traumatic  ....... 

49.60 

45 

83 

48.92 

43 

50 

Paranoia  or  paranoid  conditions 

47.26 

49 

79 

46.98 

51 

61 

General  paralysis  ...... 

45.86 

42 

88 

With  Huntington's  chorea  .... 

45.83 

57 

50 

With  other  brain  or  nervous  diseases 

42.67 

39 

03 

42.05 

44 

48 

Due  to  drugs  and  other  exogenous  toxins 

38.05 

53 

50 

Psychoneuroses  and  neuroses  .... 

37.57 

44 

16 

35.00 

Without  psychoses  ..... 

34.30 

37 

12 

34.05 

38 

80 

33.90 

36 

07 

32.60 

38 

28 

With  psychopathic  personality 

29  38 

30 

.27 

48.62 

44 

.59 

with  general  paralysis  come  in  approximately  three  years  earlier, 
or  at  an  average  age  of  45.8  years.  The  paranoid  group  have  an 
average  admission  age  of  47.2  years,  while  the  alcoholic  are 
nearly  one  year  less,  or  46.9  years.  The  manic-depressive  group 
show  an  average  first  admission  age  of  42.0  years.  The  dementia 
praecox  group,  which  is  the  largest  numerically,  shows  an  average 
admission  age  of  34.0  years.  Our  epileptic  psychoses  and 
psychoses  with  mental  deficiency  show  young  average  admission 
ages  of  33.9  years  and  32.6  years,  while  the  psychoses  with 
psychopathic  personality  show  the  youngest  admission  age  of  all, 
that  of  29.3  years. 

We  are  somewhat  surprised  to  note  that  the  total  first  admis- 
sions show  a  higher  average  admission  age  than  the  total  re- 
admissions, 48.6  years  as  against  44.5  years.  In  this  connection 
it  should  be  remembered,  however,  that  first  admissions  are 
composed  of  many  cases  in  the  older  age  groups.  Some  of  these 
die  during  their  first  admission,  leaving  only  the  younger  cases 


187 


as  survivors  and  as  potential  readmissions  for  future  years. 
There  are  some  conspicuous  exceptions  to  this  finding  of  a  higher 
average  age  among  first  admissions,  however.  In  the  following 
psychoses  we  note  that  the  readmission  age  is  much  higher  than 
the  first  admission  age:  paranoia,  the  alcoholic  psychoses, 
manic-depressive  psychoses,  dementia  praecox,  epileptic  psy- 
choses with  mental  deficiency,  and  psychoses  with  psychopathic 
personality.  In  the  main,  these  psychoses  occur  during  the 
younger  ages  and  have  low  death  rates.  As  first  admissions, 
they  survive  and  have  an  opportunity  to  be  admitted  again  while 
they  are  still  comparatively  young.  Many  of  our  first  admissions 
in  the  higher  age  groups  die,  thus  precluding  any  possibility  of 
readmission.  Cases  admitted  for  the  first  time  under  45  years 
of  age  show  their  higher  average  ages  in  the  readmissions. 
Psychoses  admitted  at  the  younger  ages  have  a  high  proportion 
of  survivors,  many  of  whom  become  readmissions  to  the  hospitals 
at  older  ages. 

Discharges 

II — (g)  What  Is  the  Average  Length  of  Hospital  Stay  of  Discharged 

Cases? 

In  the  preceding  tables  we  have  discussed  various  factors 
concerning  admissions  to  mental  hospitals.  We  now  turn  to  the 
matter  of  discharges,  and  present  the  findings  in  reference  to 
patients  leaving  mental  hospitals  during  the  year  1932.  In 
Table  7  we  show  the  average  hospital  stay,  by  psychoses,  of 
committed  patients  who  were  discharged  during  1932.  This 
table  also  records  the  length  of  time  the  patients  remained  in 
hospitals  in  accordance  with  their  status  upon  discharge  as  re- 
covered, improved  or  unimproved. 

Cases  with  dementia  praecox  show  the  longest  average  hospital 
stay,  1.90  years.  The  epileptic  psychoses,  psychoses  with  men- 
tal deficiency,  psychoses  with  cerebral  syphilis,  and  the  alcoholic 
psychoses  come  next  in  order.  The  snorter  hospital  stays  are 
registered  in  psychoses  with  cerebral  arteriosclerosis,  psychoses 
with  other  somatic  diseases,  psychoses  due  to  drugs,  psychoses 
with  pellagra,  psychoses  with  brain  tumor,  and  the  traumatic 
psychoses. 

In  comparing  the  sexes  in  Table  7,  it  will  be  noted  that  the 
males  tend  to  have  a  hospital  stay  which  averages  three  or  four 
weeks  longer  than  that  of  the  females.  In  the  recovered  group 
the  length  of  residence  is  practically  the  same  for  both  sexes.  In 
the  improved  group  the  males  remain  about  twenty  days  longer 
than  the  females.  In  the  unimproved  group  the  males  tend  to 
remain  in  the  hospital  about  five  weeks  longer  than  the  females. 
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This  would  suggest  to  us  that  the  males  and  females  who  recover 
tend  to  leave  the  hospital  at  about  the  same  time.  However,  in 
the  patients  who  are  discharged  as  improved  or  unimproved,  the 
females  tend  to  present  factors  which  enable  them  to  leave  the 
hospital  earlier  than  the  males. 

The  average  length  of  hospital  residence  for  all  psychoses  and 
for  both  sexes  was  approximately  one  year  and  three  months. 
The  recovered  group  remained  an  average  of  eleven  months. 
Those  improved  remained  one  year  and  three  months,  while  those 
discharged  as  unimproved  remained  the  longest  period  of  all, 
approximately  two  years.  Now,  if  recovery  were  correlated  with 
length  of  hospital  stay,  we  would  expect  that  the  recovered  cases 
would  remain  in  hospitals  for  the  longest  time.  The  results 
which  we  see  here  are  exactly  the  opposite,  however.  This  sug- 
gests to  us  that  there  are  probably  three  classes  of  mental  patients 
admitted  to  institutions  who  live.  The  first  group  consists  of 
patients  who  recover  fairly  quickly  and  are  soon  discharged. 
The  second  group  is  made  up  of  patients  who  improve  physically 
and  socially,  but  only  partially  from  the  mental  viewpoint, 
and  are  discharged  as  improved  or  as  unimproved.  The  third 
group  consists  of  those  remaining  in  the  hospital  more  or  less 
indefinitely. 

The  length  of  time  that  these  patients  are  remaining  in  the 
hospital  brings  up  an  interesting  point  as  to  the  number  of  beds 
occupied  by  patients  with  specific  psychoses.  According  to  these 
averages,  we  see  that  one  dementia  praecox  patient  would  occupy 
a  bed  for  an  average  of  two  years.  The  traumatic  psychoses 
remained  an  average  of  but  .23  years.  Thus,  one  hospital  bed 
devoted  to  the  traumatic  psychoses  could  care  for  eight  patients 
within  a  two-year  period,  while  the  bed  devoted  to  dementia 
praecox  would  be  occupied  by  the  same  patient  during  the  entire 
period.  This  demonstrates  the  importance  of  turnover  in  the 
various  psychoses.  To  use  another  example,  a  single  bed  could 
take  care  of  four  patients  with  cerebral  arteriosclerosis  during  a 
two-year  period  while  one  dementia  praecox  case  would  occupy  a 
bed  for  the  entire  period.  The  length  of  stay  of  these  patients  is 
of  extreme  importance. 

This  matter  of  length  of  hospital  stay  of  patients  is  of  extreme 
importance  from  the  point  of  view  of  administrative  planning. 
Over  the  past  few  years  we  have  seen  a  great  deal  of  publicity 
given  to  the  fact  that  800,000  beds  are  available  in  the  United 
States  for  persons  who  are  ill,  and  that  of  this  number  400,000 
are  occupied  by  mental  cases.  This  has  given  the  impression  to 
the  general  public  that  at  any  one  time  over  half  of  the  illness  in 
this  country  is  of  a  mental  type.    This  is  not  the  case,  however, 
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as  a  little  reasoning  soon  shows.  In  our  State,  for  example,  the 
average  length  of  hospital  stay  of  all  patients  discharged  from 
the  Massachusetts  General  Hospital  for  the  year  1932  was  18 
days,  or  approximately  2.57  weeks.  The  average  length  of 
hospital  stay  of  cases  discharged  from  all  Massachusetts  mental 
hospitals  in  1932  was  approximately  1  year  and  3  months,  or  65 
weeks.  If  we  take  a  bed  in  a  mental  hospital  as  a  basis  for  our 
calculations,  we  see  that  the  bed  occupied  by  one  mental  patient 
for  65  weeks  is  not  at  all  comparable  with  the  bed  in  a  general 
hospital  which  was  occupied  by  some  26  patients  during  the  same 
period  of  time.  We  see  now  the  grave  error  which  has  been  com- 
mitted in  the  widely  publicized  analysis  showing  that  50  per  cent 
of  all  hospital  beds  were  occupied  by  mental  patients.  Approxi- 
mately 400,000  beds  were  devoted  to  all  general  diseases  con- 
sidered together,  and  another  400,000  to  mental  diseases.  The 
mental  patients  remained  in  the  hospital  for  more  than  a  year, 
while  the  general  and  special  hospital  patients  remained  only 
an  average  of  about  two  and  a  half  weeks.  It  is  obvious,  then, 
that  while  the  400,000  mental  hospital  beds  were  being  occupied 
by  the  same  400,000  individuals,  the  400,000  general  hospital 
beds  could  have  taken  care  of  approximately  10,400,000  different 
patients  for  the  identical  period.  If  we  wish  to  regard  this 
matter  dispassionately,  we  should  base  it  on  a  matter  of  total 
patients  treated  and  not  beds. 

II  —  (h)  Does  the  Economic  Status  of  the  Patient  Influence  the 
Matter  of  His  Discharge? 

Any  factors  which  may  influence  the  discharge  rate  of  patients 
from  our  mental  hospitals  are  always  a  matter  of  great  interest. 
In  the  past  very  little  attention  has  been  paid  to  economic  status 
in  the  early  discharge  of  mental  patients.  We  have  rather  be- 
lieved that  the  mental  condition  of  the  patient  was  the  sole 
criterion  for  discharge.  However,  let  us  take  advantage  of  our 
opportunity  to  investigate  this  matter.  Table  8  gives  the  eco- 
nomic status  of  first  court  admissions  and  of  discharges  for  the 
year  1932.  It  also  presents  discharge  rates  for  each  100  cases 
admitted  of  the  same  economic  status. 

It  will  be  noted  that  cases  of  marginal  economic  status  pre- 
dominate among  our  admissions  and  that  we  have  many  more 
of  the  dependent  group  than  of  the  comfortable  group.  Among 
the  discharged  cases  for  the  same  year  we  again  notice  that  the 
marginal  cases  are  in  the  majority.  However,  here  we  note  that 
the  comfortable  group  is  larger  numerically  than  the  dependent 
group.  In  the  third  column  of  the  above  table  and  in  Graph  V 
we  show  the  discharge  rates  for  the  different  economic  status 
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Table  8.  —  Economic  Status  of  First  Court  Admissions  and 
Discharges  for  1932:  Discharge  Rates  Per  100  Cases  Admitted 
of  the  Same  Economic  Status 


Economic  Status 

Admissions 

Discharges 

Discharge  Rate  Per 
100  Admissions 

Dependent 

611 

145 

24 

Marginal  .... 

2,249 

1,348 

59 

Comfortable  . 

196 

159 

81 

Unknown  .... 

47 

15 

31 

Total  .... 

3,103 

1,667 

53 

8f 
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GRAPH  V 

Economic  Status  of  Court  Discharges,  1932:  Discharge  Rates  per  100  Cases 
Admitted  of  Same  Economic  Status 

groups  in  accordance  with  each  100  cases  admitted  from  the 
same  economic  group.  The  dependent  cases  show  the  lowest 
rate  of  discharge,  with  only  24  persons  leaving  the  hospital  for 
each  100  admitted.  The  marginal  group  shows  a  higher  rate  of 
59  persons  discharged.  The  comfortable  groups  show  the 
highest  rate  of  all  with  81  persons  discharged  for  each  100  ad- 
mitted. 

Here  we  have  a  finding  which  suggests  that  economic  status 
has  a  decided  bearing  upon  the  discharge  rate.  Evidently  the 
fact  that  there  is  a  home  waiting  for  the  patient,  either  of  the 
marginal  or  comfortable  group,  makes  a  great  difference  in 
whether  or  not  the  patient  will  leave  the  institution.    If  the 


192 


family  is  dependent,  the  patient  has  much  less  chance  of  being 
discharged.  This,  of  course,  does  not  mean  that  a  person  who  is 
recovered  is  not  retained  within  the  institution  because  of 
economic  condition.  It  does  mean,  however,  that  certain  cases 
showing  the  milder  symptoms  can  be  allowed  to  convalesce  at 
home  if  there  is  a  comfortable  place  with  adequate  supervision 
awaiting  them.  Taking  the  dependent  group  as  a  basis,  we  see 
that  a  patient  in  the  marginal  group  has,  roughly,  two  and  a  half 
times  the  chance  for  discharge  as  a  patient  in  the  dependent 
group.  Again,  a  patient  in  the  comfortable  group  has,  roughly, 
three  and  a  half  times  the  chance  of  discharge  of  a  patient  in  the 
dependent  group.  We  may  conclude,  then,  that  economic  status 
apparently  has  a  definite  bearing  upon  the  discharge  of  patients 
from  our  mental  hospitals.  Otherwise  it  would  be  necessary  for 
us  to  conclude  that  patients  in  the  comfortable  economic  class 
suffered  only  from  the  milder  mental  disorders  and  for  this 
reason  were  discharged  in  larger  numbers. 

II  —  (j)  Why  Do  Patients  Remain  Longer  in  One  Hospital  Than 

Another? 

We  now  wish  to  introduce  figures  showing  the  length  of  time 
spent  in  the  various  hospitals.    Table  9  presents  the  net  time 

Table  9.  —  Total  Time  on  Books,  Total  Time  Out  and  Net  Time 
within  Institutions  during  This  Admission  of  Committed 
Patients  Discharged  from  Hospitals  for  Mental  Diseases  dur- 
ing 1932,  by  Hospital  and  Sex 


Average  Time  in  Years 


Hospitals 

Net  Time  Within 
Institutions 

Time  Spent  on 
Books 

Time  Spent  Out 
on  Visit,  etc. 

M. 

F. 

T. 

M. 

F. 

T. 

M. 

F. 

T. 

Taunton 

.98 

1.88 

1 

44 

1 

83 

2 

75 

2.30 

.85 

.87 

.86 

Boston  State 

1.37 

1.36 

1 

37 

2 

16 

2 

17 

2.17 

.79 

.81 

.80 

Foxborough  . 

1.33 

1.29 

1 

31 

2 

61 

2 

19 

2.43 

1.28 

.90 

1.12 

Worcester 

1.27 

1.14 

1 

21 

2 

10 

2 

08 

2.09 

.83 

.94 

.88 

Weetborough 

1.19 

1.08 

1 

12 

2 

22 

2 

32 

2.28 

1.03 

1.24 

1.16 

Dan  vers 

1.12 

1.09 

1 

10 

2 

13 

2 

11 

2.12 

1.01 

1.02 

1.02 

Northampton 

.89 

.86 

87 

2 

06 

1 

93 

1.98 

1.17 

1.07 

1.11 

Metropolitan 

.58 

.50 

54 

1 

38 

1 

50 

1.44 

.80 

1.00 

.90 

Boston  Psychopathic 

.48 

.50 

49 

1 

42 

1 

50 

1.45 

.94 

1.00 

.96 

Grafton 

2.72 

2.56 

2 

.64 

3 

00 

3 

19 

3.09 

.28 

.63 

.45 

Gardner 

.99 

1.26 

1 

.13 

1 

98 

2 

13 

2.06 

.99 

.87 

.93 

Medfield 

1.00 

.91 

.95 

1 

85 

1 

78 

1.81 

.85 

.87 

.86 

Monson  (Epileptic) 

9.00 

9 

.00 

10 

00 

10.00 

1.00 

1.00 

Total 

1.27 

1.19 

1 

.23 

2 

15 

2 

.12 

2.14 

.88 

.93 

.91 
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spent  within  institutions  during  the  present  or  last  admission, 
the  average  time  spent  on  the  books,  and  the  average  time  spent 
out  for  the  1,667  committed  cases  discharged  during  1932.  It 
will  be  noted  that  the  hospitals  are  divided  into  three  groupings : 
(1)  those  having  an  active  admission  service,  (2)  those  caring 
mainly  for  chronic  patients,  and  (3)  the  one  hospital  caring  for 
epileptics  (Monson) .  In  so  far  as  the  chronic  hospitals  admit  and 
discharge  very  few  patients,  large  chance  variations  in  length  of 
residence  may  be  expected  due  to  the  small  number  of  cases  in- 
volved. In  the  hospitals  with  active  admission  services,  how- 
ever, we  may  expect  more  uniformity. 

In  the  first  group  we  note  that  Taunton  has  the  longest  net 
hospital  stay  with  patients  showing  an  average  of  1.44  years 
spent  in  the  hospital.  Boston  State  is  second  with  1.37  years, 
and  Foxborough  third  with  1.31  years.  Northampton,  Metro- 
politan and  the  Boston  Psychopathic  Hospital  show  the  shortest 
hospital  stay  with  .87  years,  .54  years  and  .49  years,  respectively. 
The  figure  for  the  Psychopathic  Hospital  does  not  represent  the 
length  of  residence  of  temporary  care  cases,  as  this  table  includes 
only  regularly  committed  cases  discharged  during  the  year.  The 
high  average  hospital  stay  seen  at  Monson  is  due  to  the  fact  that 
this  institution  has  but  very  few  patients  discharged  each  year 
who  have  been  regularly  committed  as  insane. 

The  average  length  of  hospital  stay  is  dependent  also  upon  the 
ages  of  the  patients  admitted.  Boston  State  Hospital,  for  ex- 
ample, shows  a  high  average  length  of  stay,  but  this  institution 
has  the  highest  average  age  at  admission  of  any  of  the  hospitals, 
54  years.  The  Taunton  State  Hospital  also  has  a  high  average 
admission  age.  Conversely,  the  Boston  Psychopathic  Hospital 
has  the  shortest  length  of  hospital  stay  (court  cases)  and  the 
lowest  average  age  at  admission,  39  years  (Table  3). 

In  the  second  column  of  Table  9  we  show  the  time  spent  on  the 
books  of  the  various  hospitals.  This  indicates  the  total  lapse  of 
time  between  the  date  of  the  patient's  admission  and  his  final 
discharge,  and  includes  all  times  spent  out  on  visit,  etc.  The 
third  column  shows  the  average  time  spent  out  of  the  institution 
on  visit,  etc.,  during  the  present  admission.  The  above  table  is 
presented  in  this  form  because  of  the  fact  that  a  very  interesting 
relationship  exists  between  the  net  length  of  hospital  residence 
and  the  time  spent  out  of  the  hospital  on  visit.  It  will  be 
noticed  that  the  hospitals  with  the  longest  net  residence  are  the 
hospitals  which  place  their  patients  out  on  visit  for  the  shortest 
periods  of  time.  The  Taunton  and  Boston  State  hospitals,  with 
the  longest  average  net  residences  of  1.44  years  and  1.37  years, 
show  the  shortest  average  time  spent  out  on  visit,  namely,  .86 
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years  and  .80  years,  respectively.  On  the  other  hand,  the  hos- 
pitals with  the  shorter  average  net  residences  show  longer 
average  periods  out  of  the  hospital  on  visit.  This  is  very  sig- 
nificant as  it  shows  the  undeniable  importance  of  frequent  home 
visits  in  that  they  apparently  result  in  shortening  the  length  of 
time  necessary  for  the  patient  to  stay  within  the  institution. 

Deaths 

II  —  (k)  What  Is  the  Average  Length  of  Hospital  Stay  of  Cases 

Dying? 

In  the  previous  sections  we  discussed  data  in  reference  to  dis- 
charges from  our  institutions,  and  tested  certain  factors  with 
regard  to  patients  who  had  returned  to  the  community.  We 
shall  now  investigate  our  data  concerning  patients  who  died  while 
in  residence.  To  a  certain  extent  this  material  is  of  more  value 
than  any  of  the  foregoing  because  it  gives  us  the  final  figures  on 
many  cases  of  mental  disorder.  When  our  cases  are  discharged 
we  know  that  a  certain  proportion  will  never  return  to  a  hospital 
again,  others  will  be  admitted  many  times,  and  still  others  will 

Table  10.  —  Average  Net  Duration  of  Hospital  Residence  during 
This  Admission  and  during  All  Admissions,  of  Committed 
Patients  Dying  during  1932,  by  Certain  Psychoses 


Average  Length  of  Stay  in  Years 


Psychoses1 

This  Last  Admission  dur- 
ing Which  Patient  Died 

All  Admissions' 

M 

F. 

T 

M 

F. 

T.  . 

Dementia  praecox 

14 

.40 

13.46 

13 

.83 

16 

70 

16.44 

16.54 

12 

.69 

9.09 

12 

12 

14 

09 

12.81 

13.89 

With  mental  deficiency  . 

10 

81 

10.97 

10 

87 

12 

97 

12.13 

12.69 

Epileptic  psychoses 

11 

50 

7.90 

9 

70 

14 

69 

10.27 

12.47 

Paranoia  or  paranoid  conditions 

9 

32 

8.87 

9 

03 

10 

52 

10.19 

10.31 

Manic-depressive  .... 

6 

02 

6.17 

6 

10 

7 

60 

7.23 

7.39 

Involutional  melancholia 

2 

92 

5.24 

4 

56 

3 

96 

5.79 

5.25 

2 

31 

3.04 

2 

68 

2 

44 

3.19 

2.96 

With  other  brain  or  nervous  diseases 

2 

77 

2.49 

2 

64 

3 

29 

2.81 

3.05 

General  paralysis  .... 

2 

70 

2.33 

2 

63 

2 

76 

2.67 

2.74 

With  cerebral  arteriosclerosis  . 

1 

27 

1.42 

1 

33 

1 

41 

1.62 

1.49 

With  other  somatic  diseases 

1 

04 

.93 

98 

1 

04 

1.12 

1.09 

Undiagnosed  psychoses  . 

04 

.05 

04 

04 

.05 

.04 

All  clinical  groups  . 

6 

50 

6.38 

5 

92 

6 

33 

6.66 

6.49 

1  Psychoses  in  which  the  number  of  cases  involved  was  less  than  ten  are  omitted. 

*  Includes  all  previous  admissions  as  well  as  the  last  admission  during  which  the  patient  died. 
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die  in  the  community  from  disorders  having  little  relationship 
with  their  mental  disease.  When  cases  die  within  the  institution 
we  have  an  opportunity  to  study  the  entire  hospital  life  of  the 
individuals  concerned.  Let  us  now  turn  to  the  matter  of  aver- 
age length  of  hospital  stay  of  patients  who  died  during  1932. 
The  material  is  presented  in  two  ways.  In  Table  10  we  give  the 
average  length  of  hospital  stay  of  the  last  admission  during  which 
the  patient  died,  and  for  all  admissions  during  the  entire  life  of 
the  individual. 

In  considering  the  last  admission  during  which  the  patient 
died,  we  see  that  as  a  group,  they  had  an  average  hospital  resi- 
dence of  5.9  years.  The  females  remained  longer  than  the  males, 
6.3  years  as  compared  with  5.5  years.  For  convenience,  the 
psychoses  have  been  arranged  in  accordance  with  their  length  of 
hospital  stay.  We  note  that  dementia  praecox  shows  the  long- 
est average  length  of  residence  during  this  last  admission,  13.8 
years.  The  alcoholic  psychoses,  12.1  years,  are  second  in  order, 
while  the  psychoses  with  mental  deficiency,  10.8  years,  are  third. 
Cases  with  manic-depressive  psychoses  remained  in  the  hospital 
an  average  of  6.1  years,  and  cases  with  involutional  melancholia 
an  average  of  4.5  years.  At  this  point  we  see  a  remarkable  drop 
in  the  length  of  residence.  The  senile  psychoses  show  a  hospital 
residence  which  is  two  years  less  than  the  involutional  group,  or 
an  average  of  2.6  years.  General  paralysis  presents  the  same 
figure  of  2.6  years,  while  psychoses  with  cerebral  arteriosclerosis 
average  1.3  years.  We  must  remember  at  all  times  in  discussing 
this  material  that  we  are  dealing  with  patients  who  died. 

Not  all  of  the  differences  here  are  due  to  the  individual  psy- 
choses, but  are  partially  attributable  to  the  age  at  which  the 
patient  showed  his  mental  disturbance.  We  note  that  the  senile 
and  arteriosclerotic  groups  show  a  comparatively  short  length  of 
stay  previous  to  death.  These  patients  did  not  develop  their 
psychoses  until  they  were  in  advanced  years  and,  for  that  reason, 
would  be  expected  to  show  higher  death  rates  and  a  shorter 
hospital  stay.  In  addition,  we  know  that  they  have  serious 
physical  defects  which  would  eventually  cause  death  even  though 
a  psychosis  were  not  present.  Dementia  praecox,  on  the  other 
hand,  develops  at  a  comparatively  early  age,  and  because  of  this 
we  may  expect  that  they  would  remain  in  the  hospital  a  longer 
time  before  death.  In  addition,  these  cases  are  often  the  more 
fit  specimens  physically.  The  combination  of  a  serious  psychosis 
and  a  better  physical  condition  quite  naturally  results  in  a  longer 
hospital  residence. 

Interesting  sex  differences  are  observed.  In  dementia  praecox, 
alcoholic  psychoses,  epileptic  psychoses,  paranoia,  psychoses  with 
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other  brain  or  nervous  diseases,  and  in  general  paralysis  the  males 
show  a  longer  hospital  residence  previous  to  death  than  the 
females.  However,  in  psychoses  with  mental  deficiency,  manic- 
depressive  psychoses,  involutional  melancholia,  senile  psychoses 
and  psychoses  with  cerebral  arteriosclerosis  the  females  show  the 
longer  period  of  residence. 

Interesting  as  the  above  material  is,  it  does  not  tell  the  entire 
story  with  regard  to  the  hospital  residence  of  our  patients  in  so  far 
as  we  know  that  many  of  them  had  other  hospital  residences 
preceding  this  last  admission.  Turning  to  the  second  section  of 
Table  10,  we  see  the  average  length  of  hospital  stay  in  years  for 
all  admissions.  This,  of  course,  includes  previous  admissions 
as  well  as  the  last  admission  during  which  the  patient  died. 
Dementia  praecox  again  heads  the  list  with  an  average  hospital 
stay  during  all  admissions  of  16.5  years.  The  alcoholic  psychoses 
have  an  average  stay  of  13.8  years,  and  psychosis  with  mental 
deficiency  an  average  of  12.6  years.  The  manic-depressive 
psychoses  spent  a  total  of  7.3  years  in  the  hospital,  while  the 
senile,  cases  with  general  paralysis,  and  psychoses  with  cerebral 
arteriosclerosis  show  shorter  hospital  residences  of  2.9  years,  2.7 
years  and  1.4  years. 

Table  10  is  extremely  interesting  in  so  far  as  it  demonstrates  one 
of  the  difficulties  of  getting  the  real  story  on  how  long  our  patients 
are  actually  staying  in  mental  hospitals.  In  Table  7,  dealing 
with  discharges  for  the  year  1932,  we  noted  that  our  discharged 
patients  remained  within  institutions  for  a  little  over  one  year. 
The  average  hospital  stay  of  deaths  for  1932  shows  us  that  the 
situation  is  rather  different,  as  the  patients  dying  remained  ap- 
proximately six  years  in  hospital.  We  cannot  make  any  broad 
general  statement  on  length  of  residence  if  we  base  our  figures 
only  on  cases  who  have  been  discharged.  The  length  of  stay  of 
cases  dying  must  also  receive  due  consideration.  Simply  because 
a  patient  dies  is  no  reason  that  we  should  exclude  him  from  our 
calculations.  The  custom  prevalent  in  recent  years  of  basing 
discharge  rates  and  discharge  data  only  upon  patients  who  sur- 
vive is  one  which  is  open  to  serious  question  from  the  viewpoint 
of  the  statistician.  We  must  consider  our  cases  as  admissions, 
and  then  determine  exactly  what  has  happened  to  them. 

II  —  (I)  Why  do  Readmissions  Who  Die  Remain  in  the  Hospital 
Longer  Than  First  Admissions? 

Table  11  refers  to  the  deaths  in  our  institutions  during  1932, 
and  outlines  the  number  of  times  the  patient  was  admitted  to 
mental  hospitals  during  his  life,  and  the  average  time  he  spent 
in  the  hospital  during  his  last  admission  and  during  all  admis- 
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sions.  The  average  length  of  hospital  stay  during  the  last  admis- 
sion of  all  patients  dying  was  5.9  years.  As  we  noted  in  Table  10, 
the  females  showed  a  slightly  longer  period  of  residence  than  the 
males.  Inasmuch  as  the  numbers  of  cases  in  the  groups  admitted 
six  times  or  more  are  rather  small,  we  will  discuss  only  those 
cases  admitted  from  one  to  five  times. 


Table  11.  —  Average  Net  Duration  of  Hospital  Residence  during 
This  Admission  and  All  Admissions  of  Committed  Patients 
Dying  during  1932,  by  Number  of  Times  Admitted 


Average  Net  Duration  of  Hospital 

Residence  in  Years 

Number  of 

Number 

This  Last  Admission 

Times 

During 

Which  Patient 

All  Admissions 

Admitted 

Died 

M. 

F. 

T. 

If. 

F. 

T. 

If. 

F. 

T. 

One 

557 

515 

1,072 

3.27 

3.23 

327 

3.27 

3.23 

3.27 

Two 

237 

194 

431 

8.61 

9.30 

8.91 

10.02 

11.02 

10.47 

Three  . 

59 

73 

132 

10.68 

8.87 

9.68 

12.70 

12.97 

12.85 

Four 

19 

33 

52 

12.40 

9.05 

10.27 

16.83 

11.90 

13.69 

Five 

9 

12 

21 

6.21 

11.71 

9.35 

8.42 

1541 

12.42 

Six 

7 

7 

14 

8.45 

2.42 

5.64 

20.83 

5.02 

12.93 

Seven 

1 

1 

33.00 

33.00 

33.00 

33.00 

Eight 

1 

1 

.20 

.20 

1.50 

1.50 

Nine 

1 

2 

3 

7.50 

5.00 

584 

16.00 

7.50 

10.33 

Ten  or  more 

1 

1 

2 

4.50 

2.50 

350 

4.50 

25.50 

14.25 

Total 

891 

838 

1,729 

5.50 

6.38 

5.92 

6.33 

6.66 

6.49 

The  average  length  of  hospital  stay  of  patients  admitted  but 
once  was  3.27  years.  If  the  patient  had  been  admitted  twice  and 
died  during  his  second  admission,  the  average  length  of  hospital 
stay  for  the  second  or  last  admission  was  8.91  years.  When  the 
patient  had  been  admitted  three  times  and  died  during  his  third 
admission,  the  length  of  hospital  stay  for  this  third  or  last  admis- 
sion was  9.68  years.  When  the  patient  had  had  four  admissions 
and  died  during  the  fourth  admission,  his  average  length  of 
hospital  stay  reached  the  high  point  of  10.27  years.  The  length 
of  stay  in  the  case  of  five  admissions  decreased  to  9.35  years.  It 
is  evident,  then,  that  in  the  case  of  patients  dying  in  hospitals, 
the  shortest  average  length  of  residence  occurs  among  the  cases 
admitted  but  once.  This  shorter  period  in  residence  is  probably 
due  to  the  comparatively  large  numbers  of  first  admission  cases 
brought  to  the  hospital  in  serious  physical  condition.    This  is 


198 


particularly  true  of  the  older  patients,  many  of  whom  are  so  ill 
when  admitted  that  they  live  but  a  few  days. 

The  steady  increase  between  the  length  of  stay  for  patients 
admitted  once  and  those  admitted  four  times  rather  suggests 
that  the  latter  have  physical  resources  which  are  denied  the  group 
who  do  not  live  to  be  readmitted.    It  would  be  reasonable  to 
expect  that  patients  who  had  to  be  admitted  a  number  of  times 
would  show  signs  of  progressive  mental  and  physical  deteriora- 
tion, and  thus  live  but  a  short  time  during  their  last  admission. 
To  our  surprise,  however,  this  table  shows  exactly  the  opposite. 
Patients  who  are  admitted  several  times  seem  to  be  less  subject 
to  this  general  wearing  out  process,  and  succeed  in  living  longer 
than  patients  admitted  less  frequently.    To  a  certain  extent 
this  finding  might  be  interpreted  as  an  argument  in  favor  of  more 
frequent  admissions  for  mental  cases.    Whatever  the  exact  cause, 
it  is  evident  that  patients  having  multiple  admissions  make  a 
better  showing  in  the  matter  of  survival  or  length  of  life,  par- 
ticularly during  their  last  admission.    Evidently  the  presence  of 
mental  disorder  per  se  does  not  necessarily  interfere  with  the  life 
span  of  the  mental  patient,  provided  that  he  is  of  the  type  that 
requires  only  short  residences  within  a  mental  hospital.    If  he  is 
able  to  be  admitted  and  discharged  within  a  reasonable  length  of 
time  and  spend  part  of  his  life  in  the  community,  even  though  he 
may  return  several  times  he  has  a  fairly  good  chance  of  an  aver- 
age span  of  life.    However,  if  he  is  of  a  type  that  must  have 
continued  hospital  care,  the  case  is  different.    The  types  of 
mental  disorders  which  require  continued  hospitalization  do 
apparently  interfere  with  the  life  span,  with  the  result  that  the 
patient  dies  much  sooner  than  those  in  the  general  population. 
Here  we  have  an  apparent  association  between  mental  disorders 
of  a  chronic  nature  and  physical  deficiencies  which  result  in 
comparatively  early  death. 

Let  us  now  turn  to  a  study  of  the  entire  time  spent  in  the 
hospital  during  all  admissions.  The  average  length  of  stay  dur- 
ing all  admissions  is  6.4  years.  Again  the  females  show  the 
longer  residence,  6.6  years  as  opposed  to  6.3  years  for  the  males. 
We  notice,  however,  that  while  the  females  remain  almost  a  year 
longer  than  the  males  during  their  last  admission,  when  all  admis- 
sions are  totaled  up  there  is  very  little  sex  difference.  Evidently 
the  males  remain  in  the  hospitals  for  a  longer  time  during  their 
early  admissions,  while  the  females  remain  for  shorter  periods. 
On  the  other  hand,  the  males  remain  but  a  short  time  during  the 
last  admission  preceding  their  death,  while  the  females  have  a 
longer  period  of  residence.  The  average  length  of  hospital  stay 
for  all  admissions  in  cases  admitted  twice  totals  10.4  years.  For 
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those  admitted  three  times  it  totals  12.8  years;  for  those  admitted 
four  times,  13.6  years;  and' for  those  admitted  five  times,  12.4 
years.  Thus,  as  the  number  of  admissions  increases,  the  length 
of  residence  during  the  last  admission  also  increases.  As  men- 
tioned before,  we  are  not  discussing  the  remaining  multiple 
admissions  recorded  in  this  table  because  of  the  small  numbers 
involved. 

Now  let  us  make  a  comparison  of  the  time  spent  in  the  hospital 
during  the  present  or  last  admission  and  the  time  spent  in  the 
hospital  during  all  previous  admissions.  These  data  are  out- 
lined in  the  following  table: 


Table  11-a.  —  Time  in  Hospital  during  Previous  Admissions 
and  during  Last  Admission  of  Cases  Having  Multiple  Ad- 
missions and  Dying  during  the  Last  Admission 


Average  Net  Duration  of  Hospital  Residence  in  Years 

Number  of  Times 

Admitted 

During  All 

During 

Previous  Admissions 

Last  Admission 

Two  .... 

1.56 

8.91 

Three  .... 

3.17 

968 

Four  . 

3.42 

10.27 

Five  .... 

3.07 

9  35 

Cases  having  two  admissions  remained  in  the  hospital  an  average 
of  1.5  years  during  the  first  admission,  and  an  average  of  8.9 
years  during  the  last  admission.  Cases  admitted  three  times 
remained  in  the  hospital  a  total  of  3.1  years  during  the  two  pre- 
ceding admissions  and  an  average  of  9.6  years  during  the  last 
admission.  Cases  admitted  four  times  remained  in  the  hospital 
an  average  of  3.4  years  for  all  three  preceding  admissions,  and 
stayed  in  the  hospital  10.2  years  for  their  last  admission.  It  is 
apparent  that  the  early  admissions  of  our  patients  were  very 
short.  The  cases  admitted  twice  averaged  1.5  years  for  the 
previous  admission.  The  cases  admitted  three  times  averaged 
1.5  years  for  each  of  the  previous  admissions.  The  cases  ad- 
mitted four  times  averaged  1.1  years  for  each  of  the  previous 
admissions,  while  the  cases  admitted  five  times  averaged  .7  years 
for  each  of  the  previous  admissions.  We  are  introducing  this 
material  simply  to  demonstrate  the  fact  that  these  terminal  cases 
of  mental  disorder  show  comparatively  short  hospital  residences 
during  their  early  admissions.    However,  when  they  enter  the 
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hospital  for  that  admission  which  is  to  terminate  in  their  death, 
they  remain  four  or  five  times  longer  than  they  do  in  any  of  their 
former  admissions. 

II  —  (m)  Why  Do  Readmissions  Who  Die  Spend  the  Same  Length 
of  Time  in  Hospitals  Regardless  of  the  Number  of  Times 
Admitted? 

We  now  wish  to  present  the  foregoing  material  a  little  differ- 
ently and  show  the  average  length  of  hospital  stay  of  all  readmis- 
sions dying  during  1932.  Table  12  presents  rather  valuable 
information  in  so  far  as  it  gives  us  a  picture  of  the  final  outcome 
of  our  cases  of  mental  disorder.  These  patients  have  gone 
through  various  readmissions  and  have  finally  died  within  a 
mental  hospital.  We  may  now  study  the  averages  for  time  spent 
in  the  hospital  during  each  separate  admission.  Owing  to  the 
small  number  of  cases  involved,  we  are  not  discussing  any  of  the 
groups  admitted  seven  or  more  times. 

Table  12.  —  Average  Net  Duration  of  Hospital  Stay  during  Each 
Admission,  Readmissions  Dying  during  1932 


Number  of  Times 
Admitted 

Average  Net  Duration  of 
Hospital  Residence  in  Years 
—  All  Admissions 

Average  Length  of  Hospital 
Residence  in  Years  for 
Each  Time  Admitted 

Two  .... 

10.47 

5.23 

Three  .... 

12.85 

4.28 

Four  .... 

13.69 

3.42 

Five  .... 

12.42 

2.48 

Six  .... 

12.93 

2.15 

We  note  that  patients  admitted  twice  show  the  highest  average 
length  of  hospital  stay  of  5.2  years  for  each  admission.  Those 
admitted  three  times  show  a  lower  average  of  4.2  years  for  each 
admission,  while  the  four  admission  group  show  a  still  lower 
average  of  3.4  years.  Those  admitted  five  times  remain  for  an 
average  of  2.4  years  during  each  admission,  while  those  having 
six  admissions  drop  to  an  average  of  2.1  years. 

It  is  evident  from  this  table  that  the  greater  the  number  of 
multiple  admissions  the  patient  has,  the  shorter  the  average  stay 
will  be  for  each  admission.  In  addition,  judging  from  the  total 
time  of  these  terminal  cases,  it  appears  that  whether  they  are 
admitted  three,  four  or  five  times,  our  readmissions  tend  to  re- 
main in  the  hospital  for  about  the  same  total  time  regardless  of 
how  many  times  they  have  been  admitted.    When  we  see  the 
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total  time  spent  in  the  hospital  during  all  admissions  we  note  that 
there  are  no  great  differences.  Thus,  for  the  cases  admitted 
three,  four,  five  or  six  times,  there  is  only  a  little  over  one  year's 
difference  between  the  low  and  the  high  average.  It  is  as  though 
a  judgment  had  been  rendered  against  these  readmissions  which 
stated  that  they  should  spend  about  twelve  years  in  mental 
hospitals  previous  to  their  death.  They  might  have  three  ad- 
missions or  they  might  have  six,  but  their  total  time  in  the 
hospital  could  not  deviate  from  this  edict  of  twelve  years. 

II  —  (n)  Does  the  Standard  of  Medical  Care  Vary  in  Different 
Mental  Hospitals? 

Statisticians  dealing  with  the  field  of  mental  diseases  have 
remarked  that  the  deaths  constitute  our  best  material  for  the 
determination  of  the  final  outcome  of  cases.  In  some  instances 
they  have  recommended  the  study  of  a  series  of  deaths  to  deter- 
mine various  factors  in  reference  to  the  length  of  hospital  stay 
and,  particularly,  the  matter  of  the  final  outcome  of  the  mental 
disease.  It  has  been  assumed  that  death  represents  the  termina- 
tion of  the  particular  psychosis  and  a  study  of  these  would  give 
us  a  complete  picture  of  the  entire  hospital  life  and  psychosis  of 
the  individuals  concerned.  Others  have  asserted  that  certain 
hospitals  provide  a  very  superior  type  of  medical  care,  while 
other  hospitals  fail  in  this  very  important  consideration. 

In  an  attempt  to  show  the  fallacy  of  these  conceptions,  Table 
13  is  inserted  at  this  point  recording  the  length  of  hospital  stay 
of  cases  dying  in  each  of  the  institutions  under  the  Department 
of  Mental  Diseases.  The  findings  for  the  Boston  Psychopathic 
and  Metropolitan  hospitals  will  not  be  discussed,  as  the  former 
has  such  a  small  number  of  court  cases  who  die  and  the  latter 
hospital  has  been  open  and  caring  for  patients  for  such  a  short 
time.  We  note  that  the  patients  who  died  remained  for  the 
shortest  average  time  in  the  Danvers  State  Hospital  (3.5  years), 
Northampton  (3.7  years)  and  Boston  State  (3.8  years).  The 
longest  average  residences  prior  to  death  are  observed  at  Fox- 
borough  (4.1  years),  Taunton  (4.5)  and  Westborough  (5.2  years). 
The  above  hospitals  are  in  the  group  of  active  admission  hospitals. 
In  the  chronic  group  caring  mainly  for  transferred  patients  we 
see  longer  periods  of  hospital  stay  prior  to  death  at  Gardner 
(8.7  years),  Medfield  (10.6  years)  and  Grafton  (13.5  years). 
The  finding  for  Monson  (12.0  years),  like  that  of  the  Psycho- 
pathic, is  dependent  on  such  few  cases  that  it  is  hardly  repre- 
sentative. 
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Table  13.  —  Total  Time  on  Books,  Total  Time  Out,  and  Net  Time 
Spent  within  Institutions  during  This  Admission  of  Com- 
mitted Patients  Who  Died  during  1932,  by  Hospital  and  Sex 


Committed  Patients  Dying  During  1932 


Hospitals 

Net  Time  Within 
Institution 

Average  Time  on 
Books 

Average  Time  Out 
on  Visit,  etc. 

M. 

F. 

r. 

M. 

F. 

T. 

M. 

F. 

T 

Boston  Psycho- 

pathic 

.15 

.14 

.14 

.15 

.14 

.14 

Metropolitan 

1 

.01 

1.26 

1 

.17 

1 

.01 

1.36 

1.23 

.10 

.06 

Dan  vers 

2 

.96 

4.25 

3 

.59 

3 

.01 

4.45 

3.71 

.05 

.20 

.12 

Northampton 

3 

.17 

4.47 

3 

74 

3 

.24 

4.54 

3.81 

.07 

.07 

.07 

Boston  State 

3 

.66 

4.13 

3 

89 

3 

69 

4.27 

3.97 

.03 

.14 

.08 

Worcester  . 

3 

.85 

4.50 

4 

.14 

3 

91 

4.64 

4.23 

.06 

.14 

.09 

Foxborough 

4 

.73 

3.69 

4 

18 

4 

74 

3.73 

4.20 

.001 

.04 

.02 

Taunton 

5 

51 

3.59 

4 

55 

5 

52 

3.92 

4.72 

.01 

.33 

.17 

Westborough 

4 

72 

5.74 

5 

26 

4 

79 

6.02 

5.44 

.07 

.28 

.18 

Gardner 

11 

52 

6.35 

8 

76 

11 

53 

6.95 

9.08 

.01 

.60 

.32 

Medfield  . 

11 

59 

10.03 

10 

64  - 

11 

60 

10.08 

10.68 

.01 

.05 

.04 

Grafton 

13 

55 

13.51 

13 

53 

13 

58 

13.60 

13.59 

.03 

.09 

.06 

Monson 

(Epileptic) 

13 

15 

9.94 

12 

02 

13 

19 

10.00 

12.07 

.04 

.06 

.05 

Total  . 

5 

50 

6.38 

5.92 

5 

54 

6.56 

6.03 

.04 

.18 

.11 

Judging  the  data  in  Table  13  from  the  surface  only,  we  might 
say  that  patients  at  the  Westborough,  Taunton  and  Foxborough 
State  hospitals  were  given  better  medical  care  and,  therefore, 
lived  longer  than  cases  at  the  Danvers,  Northampton  and  Boston 
State  hospitals.  While  we  do  not  wish  to  detract  from  the  glory 
of  the  first  mentioned  hospitals,  we  know  that  other  factors  are 
operating  in  this  matter.  We  have  the  age  and  the  psychosis  of 
patients  at  the  time  of  admission  to  be  considered.  In  addition, 
there  is  the  element  of  physical  condition  at  the  time  of  admis- 
sion. In  the  crowded  areas  of  the  larger  cities  the  patients  are 
apt  to  be  in  poorer  physical  condition  at  admission  than  those 
coming  from  rural  communities.  This  means  that  the  hospital 
admitting  from  that  area  is  handicapped  from  the  start  and  can- 
not do  much  for  the  patient  no  matter  how  superior  the  grade  of 
medical  care.  We  also  see  that  institutions  who  admit  more 
patients  in  the  advanced  ages  are  going  to  have  a  higher  death 
rate  than  institutions  admitting  cases  in  the  younger  ages. 
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The  hospitals  listed  in  Table  13  have  been  divided  into  three 
sections:  (1)  active  admitting  hospitals,  (2)  hospitals  which  do 
not  have  an  active  admitting  service  but  house  chronic  patients, 
and  (3)  Monson  State  Hospital  caring  for  epileptics  only.  In 
this  grouping  we  see  another  explanation  of  the  length  of  hospital 
stay  of  cases  dying.  We  see  that  the  active  admission  hospitals 
have  an  average  length  of  hospital  stay  of  approximately  four 
years;  the  chronic  hospitals  have  an  average  stay  of  eleven 
years;  while  the  Monson  State  Hospital,  caring  for  epileptics, 
has  an  average  hospital  stay  of  twelve  years. 

We  mentioned  previously  the  fact  that  many  cases  of  mental 
disease  do  not  come  to  the  hospital  until  their  mental  and  physical 
condition  reaches  a  serious  stage.  In  the  main,  these  cases  go 
to  the  active  admission  hospitals.  Because  of  their  poor  physical 
condition  on  admission,  we  can  understand  how  they  die  within 
such  a  comparatively  short  time.  This,  of  course,  lowers  the 
general  average  length  of  hospital  stay  for  that  particular  insti- 
tution. In  addition,  it  will  be  noted  in  this  table  that  patients 
who  die  spend  a  very  short  time  out  of  the  institution  on  visit, 
etc.  Their  physical  and  mental  health  is  not  such  that  they  can 
afford  to  be  without  hospital  care  for  any  length  of  time. 

The  material  in  Table  13  shows  us  that  figures  which  have  been 
based  upon  statistics  for  cases  dying  within  any  one  hospital 
cannot  be  used  as  descriptive  of  mental  disease  as  a  whole. 
Here  we  have  the  figures  for  twelve  mental  hospitals  and  one 
hospital  for  epileptics.  The  great  variation  in  length  of  residence 
among  the  hospitals  is  evident.  If  we  had  completed  a  research 
project  based  upon  the  deaths  in  but  one  of  these  institutions,  we 
could  not  generalize  from  our  results  and  apply  them  to  mental 
diseases  as  a  whole.  In  the  matter  of  survival  we  observe  that 
no  two  institutions  show  the  same  average  length  of  hospital  stay. 
This  demonstrates  that,  from  the  psychiatric  and  medical  points 
of  view,  these  hospitals  are  drawing  patients  of  different  types 
and  different  ages.  Thus,  if  we  are  to  make  a  real  analysis  of  the 
outcome  of  our  psychoses  we  must  study  the  entire  group  of 
discharges,  deaths  and  cases  remaining  in  residence  for  the  entire 
State  before  we  can  generalize  as  to  any  of  the  pertinent  factors 
relating  to  the  various  psychoses. 

Resident  Population 
II  —  (o)  What  Is  the  Average  Length  of  Residence  of  Patients 
Making  up  the  Resident  Population  of  Our  Mental  Hospitals? 
In  the  previous  sections  we  have  shown  several  tables  present- 
ing the  newer  data  on  mental  diseases.    These  tables  offered 
material  on  admissions,  discharges  and  deaths  at  our  Massachu- 
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setts  mental  hospitals  during  1932.  We  now  turn  to  a  presenta- 
tion of  facts  concerning  the  resident  population  of  our  mental 
hospitals.  It  is  for  this  group  that  data  and  statistics  have  been 
woefully  lacking  in  the  past.  This  fact  was  pointed  out  many- 
years  ago  by  our  late  Commissioner,  Dr.  George  M.  Kline,  and 
one  of  his  purposes  in  establishing  the  new  statistical  system  was 
to  make  available  certain  data  which  hitherto  had  never  been 
reported  on  mental  diseases.  The  Department  of  Mental  Dis- 
eases of  Massachusetts  was  the  first  to  report  extensive  data 
concerning  patients  remaining  within  institutions.  The  follow- 
ing tables  will  demonstrate  the  necessity  for  considering  this 
group.  The  average  length  of  residence  of  patients  discharged 
and  of  patients  dying  represents  two  aspects  of  the  problem  but 
omits  the  third,  the  momentous  question  of  the  length  of  residence 
of  chronic  cases  who  remain.  We  now  turn  to  a  study  of  the 
22,237  patients  in  residence  in  our  mental  hospitals  on  September 
30,  1932.  These  have  been  separated  into  the  various  psychoses 
and  studied  in  accordance  with  their  status  as  first  admissions  or 
readmissions. 

We  recall  that  the  length  of  hospital  stay  of  our  discharges  was 
a  little  over  one  year.  The  length  of  hospital  stay  of  cases  who 
died  was  nearly  six  years.  These  average  residences  for  dis- 
charges and  deaths  paint  a  rather  favorable  picture  of  the  out- 
come of  mental  disorders.  However,  we  must  turn  to  the  resi- 
dent population  and  study  the  length  of  hospital  stay  before 
coming  to  any  final  conclusion.  Table  14  outlines  this  material. 
We  observe  that  the  average  length  of  stay  of  all  psychoses  con- 
sidered together  is  8.7  years.  The  females,  with  8.8  years,  re- 
main slightly  longer  than  the  males,  with  8.6  years.  The  indi- 
vidual psychoses  show  quite  remarkable  differences,  however. 
Dementia  praecox  leads  the  list  with  a  hospital  residence  of  10.6 
years.  But  one  other  psychosis  group  remains  over  ten  years, 
that  of  epilepsy,  with  10.1  years.  The  alcoholic  psychoses  had 
an  average  residence  of  nine  years,  and  psychoses  with  mental 
deficiency  over  eight  years.  Three  psychosis  groups  remained 
in  residence  over  seven  years,  namely,  psychopathic  personality, 
paranoia,  and  psychoses  with  pellagra.  The  manic-depressive 
psychoses  showed  an  average  residence  of  over  six  years.  The 
traumatic  psychoses  and  cases  with  involutional  melancholia 
were  in  residence  over  five  years.  Six  psychoses  remained  in  the 
hospital  over  four  years,  the  most  important  of  these  being  the 
senile  group  and  cases  with  general  paralysis.  The  psychoses 
with  cerebral  arteriosclerosis  show  the  shortest  hospital  residence 
of  2.9  years. 

The  length  of  hospital  stay  of  discharges  and  deaths  together 
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with  this  new  material  on  resident  cases  outlines  for  us  a  brief 
grouping  of  types  of  patients  admitted.  It  is  evident  that  our 
mental  patients  tend  to  align  themselves  into  three  groups: 
(1)  those  who  recover  rather  quickly  and  are  discharged  after  a 
comparatively  short  residence,  something  over  one  year;  (2)  the 
group  made  up  of  the  deaths  who  remain  in  the  hospital  for  a 
longer  period,  approximately  six  years;  and  (3)  the  cases  who 
tend  to  chronicity  and  have  a  rather  extended  period  of  hospital 
residence,  averaging  just  under  nine  years.  The  previous  tables 
on  discharges  and  deaths  gave  the  impression  that  the  period  of 
hospital  stay  was  short  during  the  patient's  early  admissions, 
while  the  later  admissions,  especially  those  terminating  in  death, 
tended  to  be  of  much  longer  duration.  In  the  above  table  we  see 
that  this  tendency  is  continued  but  that  the  differences  in  hospital 
residence  are  actually  very  slight.  Thus,  the  first  admissions  in 
residence  have  remained  8.4  years  while  the  readmissions  in 
residence  have  remained  8.9  years,  a  difference  of  approximately 
one-half  a  year.  Study  of  the  length  of  hospital  stay  of  deaths 
showed  us  that  the  last  admission,  during  which  the  patient  died, 
was  four  or  five  times  as  long  as  any  of  the  previous  admissions. 
In  our  resident  population  we  find  little  difference  between  the 
length  of  hospital  residence  of  first  admissions  and  readmissions. 
Apparently,  cases  remaining  in  residence  possess  essential  differ- 
ences which  mark  them  off  distinctly  from  the  groups  which 
recover  and  are  discharged  fairly  early,  and  also  from  those  who 
die.  There  is  an  inherent  tendency  to  chronicity  in  a  certain 
proportion  of  our  mental  cases,  and  even  during  their  first  admis- 
sion some  of  these  tend  to  remain  in  the  hospital  for  an  unusually 
long  time. 

II  —  (p)  Does  the  Age  at  Admission  Affect  the  Length  of  Hospital 
Stay  of  Our  Resident  Cases? 

Resident  cases  present  a  definite  proportion  of  patients  who 
tend  toward  chronicity  and  continuous  progression  in  the  serious- 
ness of  mental  symptoms.  This  chronic  group  constitutes  a 
major  problem  in  mental  diseases,  and  we  are  very  much  inter- 
ested in  learning  more  about  it.  At  this  point  we  may  ask  a 
pertinent  question.  At  what  age  are  these  chronic  mental  cases 
admitted  to  our  State  hospitals?  Table  15  outlines  this  material, 
giving  us  the  age  at  admission  and  the  length  of  hospital  stay  of 
first  admissions  and  readmissions  in  residence  on  September  30, 
1932. 

The  longest  hospital  residence  of  10.7  years  is  found  in  cases 
who  were  admitted  between  the  ages  of  25  and  29  years.  Hospi- 
tal residences  of  10.4  years  and  10.3  years  are  seen  in  the  age 
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groups  20-24  years  and  30-34  years,  respectively.  The  admis- 
sion age  groups  15-19  years  and  35-39  years  show  hospital  resi- 
dences of  over  nine  years.  When  the  age  of  40  is  reached  we  see 
a  drop  to  an  average  of  eight  years'  hospital  residence.  In  the 
age  group  50-54  years  there  is  a  still  further  drop  to  six  years,  and 
in  the  age  group  55-59  years  there  is  a  decrease  to  five  years. 
The  remaining  age  groups  show  a  gradual  tapering  off  in  length 
of  hospital  stay.  It  might  be  expected  that  the  older  cases 
would  show  the  longer  periods  of  hospital  residence  because  we 
have  always  considered  that  individuals  who  develop  mental  dis- 
orders in  the  older  age  groups  tend  toward  chronicity  and  a 
longer  hospital  residence.  Table  15  shows  us  quite  conclusively 
that  this  assumption  is  not  justified  in  so  far  as  patients  admitted 
in  the  age  groups  from  60  onward  have  remained  in  the  hospital 
less  than  half  as  long  as  patients  admitted  between  the  ages  of 
20  and  34  years.  Higher  death  rates  in  the  older  age  groups  re- 
move a  large  proportion  of  the  older  patients,  but  we  are  dealing 
with  the  survivors  or  those  who  did  not  die.  This  table  tells  us 
that  the  patients  who  are  admitted  at  younger  ages  and  who  sur- 
vive tend  to  remain  much  longer  than  those  admitted  at  older 
ages  and  who  survive. 

Table  15.  —  Average  Length  of  Hospital  Stay  of  First  Admissions 
and  Readmissions  in  Residence  on  September  30,  1932,  by  Age 
at  Admission 


Average  Length  of  Hospital  Stay 


Age  at  Admission 

All  Admissions 

First  Admissions 

Readmissions 

Under  15  years  .... 

4.6 

4.0 

5.7 

15-19  years  . 

9.2 

9.2 

9.3 

20-24  years  .... 

10.4 

10.8 

10.2 

25-29  years  .... 

10.7 

11.3 

10.4 

30-34  years  .... 

10.3 

10.8 

10.1 

35-39  years  .... 

9.5 

9.7 

9.4 

40-44  years  .... 

8.5 

9.0 

8.4 

45-49  years  .... 

8.0 

8.0 

8.0 

50-54  years  .... 

6.4 

6.3 

6.5 

55-59  years  .... 

5.3 

5.3 

5.3 

60-64  years  .... 

4.8 

4.1 

5.5 

65-69  years  .... 

3.8 

3.3 

4.3 

70-74  years  .... 

2.6 

2.1 

3.8 

75-79  years          .  ... 

1.7 

1.6 

2.1 

80-84  years  .... 

1.7 

1.7 

1.9 

85-89  years  .... 

1.3 

1.3 

90  years  and  over 

1.0 

1.0 

1.0 
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Among  the  first  admissions  the  high  average  stay  of  11.3  years 
is  in  the  admission  age  group  25-29  years.  The  20-24  year 
group  and  the  30-34  year  group  are  the  same  with  an  average 
stay  of  10.8  years  each.  Again,  there  is  a  gradual  decrease  in 
length  of  residence  as  the  admission  ages  advance.  The  read- 
missions  also  show  the  longest  hospital  residence  in  the  admission 
age  group  25-29  years,  10.4  years.  The  first  and  readmission 
groups  show  no  great  deviation,  as  there  is  a  rather  remarkable 
agreement  between  them.  In  general,  we  may  say  that  the 
admission  age  groups  from  20  to  34  years  tend  to  be  very  definitely 
associated  with  long  periods  of  hospital  residence.  If  the  patient 
belongs  in  the  group  tending  to  chronicity,  he  tends  to  be  ad- 
mitted between  these  ages  and  he  will  remain  about  the  same 
length  of  time  in  the  hospital  whether  he  happens  to  be  a  first  or 
a  readmission.  Judging  from  our  results  of  the  length  of  hospital 
stay  in  discharges  and  deaths,  we  would  expect  that  the  first 
admissions  would  show  a  much  shorter  period  of  hospital  resi- 
dence than  readmissions.  However,  this  does  not  hold  with  the 
cases  tending  to  chronicity.  We  find  here  another  link  in  the 
chain.  The  cases  which  tend  to  have  a  long  hospital  residence  group 
themselves  within  the  younger  admission  ages  regardless  of  whether 
they  are  first  admissions  or  readmissions. 

In  looking  back  over  our  preceding  tables  we  come  upon  an- 
other interesting  finding.  The  average  age  of  first  admissions 
during  1932  was  48.6  years.  The  average  admission  age  of  first 
admissions  discharged  was  45.0  years,  and  the  average  age  at 
admission  of  all  first  admissions  in  the  resident  population  is  42.0 
years.  How  does  it  happen  that  our  resident  first  admissions 
are  six  years  younger  at  admission  than  cases  admitted  for  the 
first  time  during  the  year,  and  also  younger  than  the  admission 
age  of  cases  discharged?  The  resident  population,  to  a  certain 
extent,  are  the  survivors  of  a  larger  group  admitted.  However, 
the  puzzle  still  exists  in  the  fact  that  the  discharges  are  also 
survivors  of  the  admissions  of  past  years,  and  yet  they  show  a 
higher  average  admission  age  than  the  cases  remaining  in  resi- 
dence. Apparently  the  cases  admitted  at  younger  ages  are  not 
the  ones  to  be  discharged.  Instead,  the  discharges  tend  to  come 
from  the  middle  aged,  with  the  younger  admissions  tending  to 
make  up  the  resident  population. 

An  answer  to  these  questions  can  be  seen  in  Table  15.  Our 
resident  population  is  made  up  largely  of  admissions  who  came 
in  at  the  ages  of  20-24,  25-29,  and  30-34  years.  They  have 
remained  ten  or  eleven  years  and,  therefore,  at  the  present  time 
are  only  about  forty  years  of  age.  From  the  average  age  of  first 
admissions  of  48.6  years,  many  cases  in  the  higher  middle  age 
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groups  are  going  to  be  discharged,  many  in  the  higher  age  groups 
will  die,  but  the  younger  "cases  admitted  between  the  ages  of 
25  and  34  will  tend  to  remain  within  the  institutions.  In  other 
words,  our  routine  admissions  for  each  year,  averaging  48.6  years 
at  admission,  are  made  up  of  many  older  patients  who  are  to  die, 
middle  aged  patients  who  are  to  be  discharged  and  returned  to 
the  community,  and  a  certain  proportion  of  younger  patients 
who  will  tend  to  remain  within  our  institutions.  Patients  ad- 
mitted at  younger  ages  are  those  who  have  tended  to  chronicity 
and  to  longer  retention  within  our  institutions.  Patients  ad- 
mitted at  a  higher  admission  age  are  contributing  more  to  our 
discharges  than  those  admitted  at  younger  ages. 

II  —  (q)  What  Is  the  Previous  Hospital  Stay  of  Readmissions  in 
the  Resident  Population? 

In  Table  14  we  outlined  the  length  of  hospital  residence  of 
first  and  readmitted  cases  in  residence  at  the  end  of  1932.  We 
shall  now  return  to  the  readmissions  and  study  them  in  more 
detail  by  psychoses.  They  will  give  us  valuable  information  as 
to  the  length  of  hospital  stay  during  previous  admissions  as  com- 
pared with  the  present  admission.  In  Table  16  we  study  the 
average  length  of  hospital  stay,  by  psychoses,  of  these  readmis- 
sions during  all  of  their  previous  admissions  and  during  their 
present  admission  as  well. 

The  average  length  of  hospital  stay  during  the  present  admis- 
sion of  these  readmission  cases  was  8.9  years  (Table  14).  How- 
ever, this  was  not  the  extent  of  their  entire  hospital  residence. 
They  had  had  previous  admissions  and  had  been  resident  in  other 
institutions  for  a  considerable  time.  Our  statistical  system 
records  all  the  time  which  the  patient  has  spent  in  mental  hospi- 
tals during  his  entire  life,  and  we  are  in  a  position  to  investigate 
this  point.  Our  readmitted  patients  spent  an  average  of  8.9 
years  in  the  hospital  during  the  present  admission  and  an  addi- 
tional 4.0  years  in  mental  hospitals  during  previous  admissions, 
making  a  total  of  12.9  years  in  mental  hospitals  during  their 
entire  lives.  The  females  reveal  a  tendency  to  longer  hospital 
residence  than  the  males.  They  remained  an  average  of  9.3 
years  during  the  present  admission  and  4.2  years  during  all  pre- 
vious admissions,  giving  a  total  of  13.5  years.  This  is  a  little  over 
one  year  longer  than  the  total  time  for  the  males.  The  latter 
showed  an  average  of  8.6  years  in  residence  during  the  present 
admission,  3.8  years  in  residence  during  all  previous  admissions, 
and  a  total  of  12.4  years  in  mental  hospitals  throughout  their 
lives. 
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In  reference  to  the  individual  psychoses,  psychoses  with  mental 
deficiency  and  dementia  praecox  both  show  a  total  time  in  the 
hospital  during  all  admissions  of  14.8  years.  The  epileptic  and 
alcoholic  psychoses  show  a  total  hospital  residence  of  over  13 
years.  The  manic-depressive  group  remained  for  8.6  years, 
while  the  senile  group  shows  a  total  of  7.0  years.  Cases  with 
cerebral  arteriosclerosis  show  a  total  hospital  residence  of  4.9 
years,  and  psychoses  with  general  paralysis  4.8  years.  Psychoses 
with  Huntington's  chorea  show  the  shortest  hospital  residence 
of  3.3  years. 

We  now  come  to  an  interesting  comparison  between  the  length 
of  residence  during  previous  admissions  and  during  the  present 
admission.  These  cases  are  still  in  residence  and  the  present 
admission  is  not  yet  terminated.  Thus,  the  time  in  residence  for 
this  admission  is  only  up  to  the  present  date,  and  the  figures  are 
not  final.  Cases  with  dementia  praecox  spent  a  total  of  4.5  years 
in  hospitals  during  previous  admissions,  and  10.2  years  during 
their  present  admission.  The  epileptic  psychoses  show  an  even 
smaller  average  for  their  early  admissions,  with  3.1  years  as 
compared  with  10.4  years  for  the  present  admission.  The  alco- 
holic psychoses  remained  in  the  hospitals  three  and  a  half  years 
during  their  previous  admissions  and  9.8  years  during  their 
present  admission.  We  see  that  this  general  proportion  applies 
to  practically  all  of  the  psychoses.  These  resident  readmission 
cases  spent  one-quarter  of  their  time  in  hospitals  during  all  pre- 
vious admissions  and  three-quarters  of  their  time  in  hospitals 
during  this  last  admission.  This  tendency  was  evident  among 
the  deaths,  and  we  see  that  it  also  exists  in  connection  with  the 
resident  population.  In  other  words,  certain  cases  come  to 
mental  hospitals  and  recover,  and  are  discharged  within  a  short 
period  of  time.  They  may  never  return  to  the  hospital  again. 
If  they  do  return,  however,  the  later  admissions  tend  to  be  of 
longer  duration,  and  the  last  admission  which  results  in  their 
death  or  their  permanent  residence  in  a  mental  hospital  is  the 
longest  of  all. 

II  —  (r)  Which  Psychosis  Groups  Die  or  Are  Discharged,  and 
Which  Tend  to  Make  Up  the  Resident  Population? 

One  of  the  most  interesting  and  important  studies  connected 
with  mental  diseases  concerns  itself  with  the  eventual  disposition 
of  the  various  psychotic  groups.  Do  certain  psychoses  tend  to 
leave  the  institution  at  a  more  rapid  rate  than  others?  If  so, 
what  are  they?  Do  certain  psychoses  occur  in  larger  proportions 
in  the  deaths?  And  again  we  ask,  do  certain  psychoses  tend  to 
be  retained  within  our  mental  hospitals? 
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The  material  is  outlined  in  Table  17.  Here  we  are  able  to 
follow  through  and  see  whether  or  not  a  certain  psychosis  is  over 
or  under  represented  among  the  discharges,  the  deaths,  or  the 
resident  population.  The  percentage  distribution  of  the  first 
admissions  and  readmissions  for  1932  indicates  the  distribution 
of  the  various  psychoses  admitted  to  our  institutions  during  any 
one  year.  There  may  be  slight  deviations  from  year  to  year,  but 
a  study  of  these  factors  over  the  past  fifteen  years  in  Massachu- 
setts shows  that  the  proportion  of  psychoses  in  admissions, 
deaths  and  discharges  tend  to  remain  the  same  year  after  year  in 
a  rather  remarkable  manner.  Now  let  us  see  what  has  happened 
to  these  admissions!  In  Table  17  the  psychoses  have  been  ar- 
ranged in  the  order  of  their  importance,  those  which  make  up  the 
larger  proportions  of  first  admissions  being  listed  at  the  top  of 
the  table.  We  must  remember  that  there  are  three  possibilities 
in  the  matter  of  outcome  for  these  admissions.  They  may  die,  be 
discharged,  or  remain  in  residence. 

It  is  evident  that  cases  with  dementia  praecox  make  up  the 
major  portion  of  new  patients  coming  to  mental  hospitals  each 
year.  They  comprised  21  per  cent  of  the  first  admissions,  32  per 
cent  of  the  readmissions,  and  24  per  cent  of  all  admissions  during 
1932.  These  figures  tell  us  immediately  that  the  praecox  group 
is  one  which  tends  to  readmission  as  we  have  approximately  50 
per  cent  more  of  the  praecox  cases  in  the  readmissions  than  in  the 
first  admissions.  Now  let  us  turn  to  the  proportions  of  the  prae- 
cox cases  among  the  discharges  and  the  deaths.  During  1932 
this  diagnostic  group  made  up  approximately  27  per  cent  of  all 
discharges.  This  is  3  per  cent  higher  than  the  total  figure  of  24 
per  cent  for  first  admissions  and  readmissions.  It  is  evident, 
then,  that  dementia  praecox  cases  do  a  little  more  than  hold  their 
own  among  the  discharges.  In  the  deaths,  however,  we  observe 
a  figure  of  17,  which  is  7  per  cent  lower  than  the  percentage  of  all 
cases  admitted.  In  other  words,  in  comparison  with  the  number 
admitted,  the  dementia  praecox  cases  do  not  have  a  proportion- 
ate number  who  die.  This  deficiency  among  the  deaths  means 
that  the  cases  remaining  must  be  retained  in  the  resident  popu- 
lation. When  we  come  to  the  resident  population  we  see  that 
this  has  turned  out  as  expected.  The  praecox  cases  make  up  40 
per  cent  of  all  first  admissions  and  57  per  cent  of  all  readmissions 
in  residence  in  our  mental  hospitals.  Here  is  concrete  evidence 
that  individuals  with  this  psychosis  tend  to  accumulate  within 
our  institutions  in  startlingly  large  proportions.  Here  are 
our  chronic  cases  who  have  tended  to  survive.  Certain  of  the 
praecox  admissions  are  discharged  fairly  early,  but  each  year  a 
definite  number  tend  to  become  semi-permanent  residents  of 
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institutions,  and  these  accumulate  in  increasing  proportions. 
They  come  to  the  hospitals  in  their  early  years  and  tend  to  re- 
main with  us.  It  is  significant,  too,  that  these  resident  cases  of 
praecox  accumulate  because  fewer  of  them  die  and  not  because 
fewer  of  them  are  discharged. 

Now  let  us  turn  to  the  psychosis  which  had  the  second  largest 
proportion  of  first  admissions,  the  psychoses  with  cerebral  arteri- 
osclerosis. These  made  up  19  per  cent  of  all  first  admissions  in 
1932.  We  notice  a  much  lower  proportion  of  5  per  cent  among 
the  readmissions  for  the  year,  and  a  total  of  16  per  cent  for 
both  first  and  readmissions  together.  Very  few  of  this  group 
leave  the  hospital,  as  they  make  up  but  5  per  cent  of  the  dis- 
charges. But  observe  the  deaths,  and  note  the  important  fact 
that  this  psychotic  group  made  up  29  per  cent  of  the  total  deaths 
for  the  year.  This  is  13  per  cent  higher  than  the  total  propor- 
tion entering  the  institutions.  Our  patients  with  cerebral 
arteriosclerosis  are  not  retained  within  the  hospital  because  of 
their  very  high  death  rate.  They  make  up  about  one-sixth  of 
our  total  admissions,  one  twentieth  of  our  discharges,  nearly  one- 
third  of  all  our  deaths,  and  one  twenty-fifth  of  the  resident  popu- 
lation. Here  we  have  a  reason  for  the  low  percentage  of  read- 
missions  inasmuch  as  so  many  of  these  patients  die.  This 
psychosis  is  made  up  of  patients  in  the  older  age  groups  whose 
span  of  life  is  nearly  ended  at  the  time  of  their  first  admission. 

The  third  largest  number  of  admissions  comprise  patients  with 
manic-depressive  psychoses.  They  made  up  13  per  cent  of  all 
first  admissions,  31  per  cent  of  the  readmissions,  and  16  per  cent 
of  all  admissions  together.  These  figures  demonstrate  to  us  the 
well-known  tendency  to  readmission  in  patients  with  this  psycho- 
sis. If  we  follow  across  we  see  that  they  have  a  very  high  dis- 
charge rate,  making  up  27  per  cent  of  all  discharges  during  the 
year  as  compared  with  16  per  cent  of  the  admissions.  Very  few 
of  these  cases  die,  the  total  percentages  among  the  deaths  being 
but  6  per  cent.  The  apparent  high  discharge  rate  removes  the 
manic-depressive  group  from  the  hospitals  quickly  so  that  there 
is  no  tendency  for  them  to  accumulate  within  the  institutions. 
The  resident  population  shows  a  low  proportion  of  6.1  per  cent 
among  the  first  admissions,  and  9.2  per  cent  in  the  readmissions. 
Comparing  these  with  the  figure  of  13.4  per  cent  in  first  admis- 
sions and  31.7  per  cent  in  readmissions  during  the  year,  we  see 
that  the  small  proportion  who  are  retained  tend  to  come  from  the 
first  admissions  rather  than  the  readmissions. 

Our  fourth  largest  group  is  composed  of  the  senile  cases.  This 
psychoses  makes  up  6  per  cent  of  all  first  admissions,  2  per  cent  of 
all  readmissions,  and  6  per  cent  of  all  admissions  considered  to- 
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gether.  Apparently  the  senile  cases  do  not  tend  to  readmission. 
They  make  up  but  1  per  cent  of  the  discharges  and  13  per  cent  of 
the  deaths.  Thus,  more  than  twice  as  many  of  this  group  die  as 
are  admitted  (13  per  cent  of  deaths  as  against  6  per  cent  of  ad- 
missions). This  high  death  rate  removes  our  senile  patients  at 
such  a  rapid  rate  that  there  is  very  little  opportunity  for  their 
retention.  Although  the  senile  psychoses  make  up  6  per  cent  of 
first  admissions  during  the  year,  we  observe  that  they  comprise 
only  5  per  cent  of  first  admissions  in  the  resident  population. 
They  make  up  2  per  cent  of  all  readmissions  during  the  year,  yet 
make  up  only  .8  per  cent  of  the  readmissions  in  residence.  It  is 
evident,  then,  that  although  our  senile  cases  are  a  somewhat 
chronic  group,  they  do  not  tend  to  accumulate  to  any  great  ex- 
tent in  the  resident  population  of  our  institutions. 

We  find  that  practically  the  same  situation  exists  in  regard  to 
general  paralysis.  This  psychosis  also  has  a  low  discharge  rate 
but  a  high  death  rate,  leaving  little  opportunity  for  any  accumu- 
lation within  the  institutions. 

Our  psychoses  with  mental  deficiency  make  up  4.5  per  cent  of 
all  first  admissions  and  4.3  per  cent  of  readmissions.  However, 
only  4  per  cent  of  our  discharges  and  2  per  cent  of  our  deaths  fall 
within  this  psychotic  group.  Thus,  with  a  proportion  for  all 
admissions  of  4  per  cent,  and  a  proportion  for  discharges  and 
deaths  of  3  per  cent,  it  is  evident  that  not  very  many  of  these 
cases  are  leaving  the  institution,  and  we  may  expect  an  accumu- 
lation. This  is  shown  quite  clearly  when  we  turn  to  our  propor- 
tions in  the  resident  population.  Here  we  find  that  6  per  cent 
of  the  first  admissions  in  residence  and  7  per  cent  of  the  readmis- 
sions in  residence  are  psychoses  with  mental  deficiency.  This 
psychosis,  then,  is  one  which  shows  a  very  strong  trend  toward 
retention  within  institutions.  There  is  another  psychosis  which 
shows  the  same  tendency,  and  that  is  the  epileptic  group.  These 
make  up  1.2  per  cent  of  all  admissions,  .6  per  cent  of  discharges 
and  2.1  per  cent  of  deaths.  While  the  death  rate  seems  high,  the 
numbers  involved  here  are  not  sufficiently  large  to  make  any 
great  difference.  Thus,  when  we  come  to  the  resident  population 
we  find  that  the  epileptic  psychoses  make  up  5  per  cent  of  all  first 
admissions  in  residence  and  4  per  cent  of  all  readmissions  in 
residence,  showing  a  decided  tendency  to  retention  and  continued 
residence  within  institutions. 

All  of  the  psychoses  involved  in  this  table  will  not  be  discussed 
here  owing  to  the  limitations  of  space.  However,  we  see  that 
this  presentation  gives  us  an  unusual  opportunity  to  compare 
the  tendencies  in  the  various  psychoses.  Some  of  the  psychotic 
groups  show  a  trend  toward  a  high  discharge  rate,  while  others 
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show  a  very  high  death  rate.  Both  of  these  factors  operate  to 
remove  the  patients  from  the  institutions  and  prevent  their  re- 
tention to  any  great  degree.  This  table  also  shows  us  the  neces- 
sity of  separating  our  resident  population  into  first  and  read- 
missions.  It  is  not  practical  to  compare  the  first  admissions  of 
any  one  year  with  the  resident  population  unless  the  latter  are 
likewise  separated  into  first  and  readmissions.  The  trends 
for  the  first  admissions  and  the  readmissions  differ  radically 
throughout  the  various  psychoses,  and  a  comparison  without  this 
differentiation  is  neither  feasible  nor  justified.  This  very  com- 
mon error  has  been  the  basis  of  many  of  our  misconceptions  in 
reference  to  statistics  on  mental  diseases. 

If  we  are  interested  in  studying  the  mental  disturbances  which 
tend  to  chronicity  and  long  residence  in  mental  hospitals,  we  see 
that  we  have  some  valuable  suggestions  here.  It  is  very  evident 
that  the  epileptic  group,  dementia  praecox,  and  psychoses  with 
mental  deficiency  are  the  three  psychoses  which  tend  to  remain 
with  us  for  long  periods  of  time  and  eventually  make  up  the  bulk 
of  mental  patients  in  our  hospitals.  Thus,  from  the  viewpoint  of 
attacking  this  most  difficult  problem,  and  of  relieving  the  State 
of  heavy  expenditures  which  are  inevitable  in  these  psychoses,  it 
would  seem  advisable  that  our  concentration  and  study  should 
center  primarily  about  these  three  important  groups. 

II  —  (s)  How  Does  ihe  Admission  Age  of  the  Resident  Population 
Compare  with  the  Present  Age? 

Some  of  the  newer  information  on  resident  population  which 
has  been  made  available  by  our  present  statistical  system  con- 
cerns itself  with  the  present  age  of  patients  in  residence.  Here- 
tofore our  statistics  have  given  no  data  on  resident  cases,  and 
the  present  age  distribution  so  necessary  to  various  statistical 
computations  has  been  conspicuously  lacking.  In  Table  18  we 
show  the  average  age  at  admission  and  the  average  present  age, 
by  psychosis,  of  all  cases  who  remained  in  residence  in  our  mental 
hospitals  on  September  30,  1932.  These  are  the  cases  who  have 
shown  a  tendency  to  remain  within  institutions,  and  many  of 
them  have  had  long  terms  of  residence. 

The  average  age  at  admission  for  the  entire  group  was  40.5 
years:  39.0  years  for  the  males  and  42.1  years  for  the  females. 
It  is  evident  that  the  males  tending  to  remain  in  residence  were 
admitted  to  the  hospitals  at  ages  which  averaged  three  years 
younger  than  the  females.  In  our  first  admissions  for  1932  we 
saw  that  the  males  averaged  49  years  of  age  at  admission  and  the 
females  48  years.    The  admission  ages  for  this  year  may  be 
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taken  as  rather  typical  of  admission  ages  for  other  years,  as  they 
do  not  vary  greatly.  Thus,  in  making  a  comparison,  we  note 
that  in  the  admissions  for  any  one  year  the  males  tend  to  be 
about  one  year  older  than  the  females.  However,  when  we  come 
to  the  resident  population,  which  represents  the  patients  tending 
to  chronicity,  we  see  that  the  males  are  three  years  younger  than 
the  females  at  the  time  of  admission.  The  patients  presenting 
mental  conditions  requiring  more  or  less  permanent  hospitaliza- 
tion were  apparently  selected  from  the  younger  males,  while  the 
older  males  were  discharged  or  died  in  larger  proportions.  In 
the  females,  the  women  who  were  older  at  admission  tended  to 
become  the  more  or  less  permanent  residents,  while  the  younger 
females  apparently  were  discharged  or  died  in  larger  pro- 
portions. 

Disregarding  the  psychoses  which  had  less  than  fifty  cases  re- 
maining in  residence,  we  note  that  the  highest  average  ages  at 
admission  occur  in  the  senile  psychoses  (70.9  years),  psychoses 
with  cerebral  arteriosclerosis  (67.5  years),  involutional  melan- 
cholia (53.4  years),  and  paranoia  (49.4  years).  Now  let  us  make 
note  of  the  psychoses  which  tend  to  develop  in  the  earlier  years. 
The  youngest  average  ages  at  admission  are  within  the  group 
' 'without  psychosis,"  epilepsy  with  mental  deficiency  showing 
the  lowest  average  admission  age  of  21.8  years.  Epilepsy  with- 
out psychosis  is  second  (26.1  years),  and  mental  deficiency  with- 
out psychosis  is  third  (33.8  years).  In  the  groups  "with  psy- 
chosis7' the  epileptic  psychoses  show  the  low  average  admission 
age  of  33.4  years.  Our  dementia  praecox  cases,  which  present  a 
total  of  1 1,351  patients,  or  over  50  per  cent  of  those  in  residence, 
show  an  average  admission  age  of  37.0  years.  The  manic- 
depressive  psychoses,  second  in  numerical  order,  show  an  average 
admission  age  of  45.0  years.  The  psychoses  with  mental  de- 
ficiency, third  in  numbers  with  1,652  cases,  show  an  average 
admission  age  of  38.4  years. 

This  table  is  of  very  great  interest  in  that  it  shows  us  how  the 
different  forms  of  mental  disorders  tending  to  chronicity  are 
allied  with  different  age  periods.  With  but  few  exceptions,  the 
ages  at  occurrence  of  the  particular  psychoses  run  about  the 
same  for  both  of  the  sexes.  It  is  of  interest  to  note,  too,  that  the 
leading  resident  groups  from  the  point  of  view  of  numbers 
(dementia  praecox,  psychoses  with  mental  deficiency  and  epileptic 
psychoses)  all  tend  to  develop  while  the  patient  is  comparatively 
young.  A  certain  proportion  of  manic-depressive  cases  occur  in 
the  younger  age  groups  also.  Because  of  the  more  hopeful 
aspects  of  this  psychosis,  however,  many  are  discharged  after 
their  early  attacks.    Others  do  not  tend  to  become  actual  resident 
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patients  until  the  disease  has  progressed  over  a  period  of  years. 
We  must  remember  that  all  of  these  resident  patients  comprise 
the  cases  from  each  psychosis  group  which  have  shown  a  ten- 
dency to  become  chronic. 

Let  us  now  turn  to  a  consideration  of  the  average  present  ages. 
Depending  upon  their  length  of  residence,  the  admission  and 
present  ages  of  some  of  these  patients  differ  widely.  Take  the 
dementia  praecox  cases,  for  instance.  Their  present  average  age 
of  47.2  years  is  over  ten  years  higher  than  their  age  at  admission, 
37.0  years,  and  they  have  been  in  residence  the  longest  of  any  of 
the  psychotic  groups.  Next  we  find  the  epileptic  psychoses  with 
a  difference  of  8.8  years  between  their  admission  age  of  33.4 
years  and  present  age  of  42.2  years,  indicating  that  they  have 
been  resident  patients  within  the  hospital  for  over  eight  years. 
We  find  the  alcoholic  psychoses  showing  the  same  span  of  years 
spent  in  the  hospital  as  they,  too,  show  a  difference  of  8.8  years 
between  their  admission  and  present  ages.  The  other  psychoses 
vary  and,  with  one  exception,  all  indicate  a  hospital  residence  of 
over  two  years. 

Considering  the  present  ages  of  the  various  psychoses  in  resi- 
dence in  our  mental  hospitals,  we  see  that  the  senile  psychoses 
with  74.4  years  and  psychoses  with  cerebral  arteriosclerosis  with 
70.7  years  head  the  list.  Beginning  with  the  psychoses  with 
pellagra  and  involutional  melancholia,  we  observe  that  there  are 
seven  other  psychoses  with  average  present  ages  between  50  and 
59  years.  Dropping  down  to  the  traumatic  psychoses  with  an 
average  age  of  49.2  years,  we  note  that  there  are  twelve  of  the 
psychoses  with  average  present  ages  between  40  and  49  years. 
We  have  to  go  to  the  cases  " without  psychosis"  to  find  the  two 
diagnostic  groups  which  present  average  present  ages  between 
30  and  39  years.  These  are  "without  psychosis,"  psychopathic 
personality,  36.5  years,  and  "without  psychosis,"  epilepsy,  32.1 
years.  Only  one  group,  that  of  epilepsy  with  mental  deficiency, 
falls  in  the  group  20-29  years,  and  this  presents  an  average  pres- 
ent age  of  26.1  years.  The  average  present  age  of  the  entire 
resident  group  is  48.8  years,  thus  indicating  that  our  resident 
population  is  well  along  in  its  fifth  decade.  WTiile  we  have  a 
number  of  psychoses  in  the  age  groups  above  50  years,  it  is 
evident  that  the  average  age  of  the  praecox  group,  that  of  47.2 
years,  being  based  on  over  51  per  cent  of  the  entire  resident 
population,  is  tending  to  hold  down  our  average  for  the  entire 
group. 
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II  —  (t)  The  Significance  of  the  Age  Factor  in  the  Resident  Pop- 
ulation of  Mental  Hospitals 

One  of  the  oddest  of  phenomena  observed  in  studying  mental 
disease  as  a  state-wide  problem  is  the  marked  differences  in 
patients  making  up  the  resident  population  of  the  various  insti- 
tutions. One  hospital  will  have  a  percentage  of  senile  psychoses 
which  is  much  higher  than  any  other  in  the  State.  Another 
hospital  will  have  a  high  proportion  of  manic-depressive  psy- 
choses; another,  of  dementia  praecox,  etc.  To  a  certain  extent 
these  differences  may  be  accounted  for  by  the  psychiatric  incli- 
nations of  the  various  superintendents.  One  particular  adminis- 
trator may  follow  one  school  of  psychiatric  thought  more  closely 
than  another,  with  the  result  that  the  diagnoses  differ  very 
materially  in  those  two  institutions.  However,  we  know  that 
there  are  other  factors  causing  these  variations,  and  we  wish  to 
determine,  if  possible,  what  they  are.  Without  getting  into  the 
controversial  field  of  differences  in  diagnosis,  let  us  study  this 
matter  from  the  viewpoint  of  age  at  admission.  If  our  hospitals 
differ  in  the  admission  ages  of  their  patients,  we  have  discovered 
one  reason  why  the  population  of  one  institution  should  present 
differences  in  the  psychoses  when  compared  with  the  population 
of  another. 

In  Table  19  we  present  the  average  age  at  admission,  the  average 
age  at  discharge,  and  the  average  age  at  death  of  all  1932  court 
cases.*  These  ages  are  compared  with  the  average  admission 
and  present  ages  of  the  resident  population  on  September  30, 
1932.  The  highest  average  admission  age  of  54.4  years  is  ob- 
served at  the  Boston  State  Hospital.  The  lowest  average  admis- 
sion age  of  39.1  years  is  observed  at  the  Boston  Psychopathic 
Hospital.  Here  we  have  a  difference  of  fifteen  years  between  the 
high  and  low  averages.  Quite  obviously  these  institutions  are 
admitting  two  different  classes  of  patients.  The  State  hospitals! 
themselves,  if  we  momentarily  exclude  the  Psychopathic,  show 
marked  differences  also.  Northampton  State  Hospital  is  admitting 
patients  at  an  average  age  of  46  years,  eight  years  younger  than 
those  admitted  to  the  Boston  State  Hospital.  The  Grafton 
State  Hospital  is  admitting  them  at  a  still  younger  age,  approxi- 
mately 41  years.  The  various  hospitals  are  admitting  different 
groups  of  patients,  and  thus  their  death  rates,  discharge  rates 

*  We  do  not  consider  the  temporary  care  admissions,  as  they  make  up  such  a  negligible  pro- 
portion of  the  resident  population. 

t  In  these  discussions,  when  we  mention  State  hospitals  we  do  not  include  Tewksbury  In- 
firmary, McLean  Hospital  (a  private  institution),  the  two  Veterans'  hospitals,  or  the  Bridge- 
water  State  Hospital  (for  criminal  insane). 
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and  proportions  of  cases  remaining  in  residence  will  differ 
materially. 

When  we  come  to  the  matter  of  discharges,  we  see  that  the 
highest  average  discharge  age  is  seen  at  the  Boston  State  Hospital 
with  45.8  years.  The  lowest  average  age  at  discharge  is  seen 
at  the  Boston  Psychopathic  Hospital  with  36.2  years.  If  we 
were  to  study  these  ages  at  discharge  without  considering  the 
age  at  admission,  we  might  say  that  the  Psychopathic  Hospital, 
the  Foxborough  State  Hospital  and  the  Northampton  State 
Hospital  were  discharging  cases  at  earlier  ages,  and  that  the 
Boston  State  Hospital  was  retaining  them  and  discharging  them 
at  older  ages.  But  this  matter  of  age  at  discharge  is  dependent 
upon  the  ages  of  patients  coming  into  the  institution,  and  where 
we  have  a  high  average  admission  age  we  must  expect  to  have  a 
high  average  discharge  age.  Conversely,  a  low  average  admis- 
sion age  means  a  low  average  age  at  discharge,  independent  of 
other  factors. 

In  the  matter  of  deaths,  we  see  that  the  above  tendencies  are 
carried  along,  but  there  appears  to  be  less  variation  between  the 
hospitals.  The  highest  average  age  at  death,  65.6  years,  is 
observed  at  the  Westborough  State  Hospital,  and  the  lowest 
average  of  46.2  years  is  observed  at  the  Psychopathic  Hospital. 
If  we  exclude  the  Psychopathic  Hospital  and  consider  only  the 
State  hospitals,  we  see  that  there  is  a  remarkable  grouping  of 
average  ages  at  death  between  61  and  66  years. 

Now  we  come  to  the  very  interesting  point  of  the  average  age 
of  the  resident  population  at  the  time  of  admission.  In  the 
resident  population  we  have  a  selection  of  cases  tending  to 
chronicity  and  longer  average  periods  of  hospital  residence.  The 
highest  average  admission  age  of  44.9  years  is  observed  at  the 
Westborough  State  Hospital,  while  the  lowest  average  of  36.7 
years  is  observed  at  the  Psychopathic  Hospital.  In  the  State 
hospitals,  excluding  the  Psychopathic,  these  admission  ages  of 
the  resident  population  appear  to  group  themselves  between  40 
and  44  years.  This  suggests  that  we  have  a  rather  strict  age 
grouping  of  cases  which  are  to  make  up  the  more  or  less  perma- 
nent residents  of  our  State  institutions.  In  the  average  ages  of 
first  admissions  during  the  year  we  find  that  we  have  variations 
of  approximately  15  years.  In  the  discharged  cases  this  average 
narrows  to  approximately  6  years  between  the  high  and  low 
points.  In  the  average  age  of  cases  dying,  this  is  still  further 
narrowed  to  approximately  4  years.  In  the  admission  ages  of 
patients  in  residence  we  find  that  the  cases  who  tend  to  remain 
in  residence  confine  themselves  to  admission  ages  between  40  and 
44  years.    There  is  another  striking  point  here  in  that  the  aver- 
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age  age  at  admission  of  the  resident  population  is  the  lowest  of 
any  of  the  other  groups.  Patients  come  into  the  hospitals  as  first 
admissions  at  the  average  age  of  48  years.  Those  discharged 
averaged  42  years;  those  dying  average  63  years;  while  those 
tending  to  remain  in  residence  came  into  the  hospital  at  youngest 
ages  of  all,  40  years. 

The  figures  given  in  the  preceding  paragraph  discussed  the 
admission  ages  of  the  resident  population.  Still  confining  our 
discussion  to  the  State  hospitals,  we  now  turn  to  the  matter  of 
the  present  age  of  those  in  residence.  The  average  present  ages 
are  outlined  in  the  last  column  of  Table  19,  and  show  us  that  the 
highest  average  of  53.7  years  occurs  at  the  Medfield  State  Hospi- 
tal. In  general,  we  may  say  that  this  hospital  has  the  largest 
proportion  of  older  patients  in  residence  of  any  of  the  State 
hospitals.  Excluding  the  Boston  Psychopathic  Hospital  with 
its  low  average  age  of  36.7  years,  we  see  that  the  hospital  pre- 
senting the  lowest  average  present  age  is  the  Foxborough  State 
Hospital  with  48.5  years.  We  can  see  that  administrative, 
psychiatric,  medical  and  surgical  problems  in  these  institutions 
would  be  radically  different  owing  to  the  ages  of  the  patients 
under  care.  More  provision  for  bed  cases  and  a  more  elaborate 
equipment  for  caring  for  medical  and  surgical  cases  would  be 
necessary  in  the  former.    The  latter  could  devote  more  space  and 


Table  19-a.  —  Average  Years  in  Hospital  of  All  Patients  in  Resi- 
dence on  September  80,  1932,  by  Hospital 


Hospital 

Average  Number  of  Years 

Tewksbury*  ........ 

13.8 

Bridgewater  ........ 

13.6 

Medfield  ......... 

12.9 

12.8 

10.0 

8.3 

8.2 

Taunton  ......... 

7.8 

7.7 

7.5 

7.2 

7.1 

Northampton     .        .        .        .        .  . 

6.8 

Foxborough  ........ 

6.5 

U.  S.  Veterans'  No.  95  

5.1 

U.  S.  Veterans'  No.  107  

3.1 

1.3 

.1 

8.3 

*  Mental  Wards. 
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.equipment  to  varied  industrial  activities  and  to  occupational 
therapy. 

In  Table  19-a  we  present  the  average  years  spent  in  the  indi- 
vidual hospitals  of  all  patients  in  residence  on  September  30, 
1932.  In  this  table  we  include  all  of  the  public  mental  hospitals 
and  one  large  private  institution  (McLean).  The  longest  period 
in  residence  is  observed  at  the  Tewksbury  State  Infirmary,  13.8 
years.  This  institution  is  under  the  Department  of  Public  Wel- 
fare. The  second  longest  stay,  that  of  13.6  years,  is  observed  at 
the  Bridgewater  State  Hospital.  This  institution  deals  with  the 
criminal  insane,  and  is  under  the  Department  of  Correction. 
The  longest  hospital  stay  of  any  institution  coming  under  the 
Department  of  Mental  Diseases  is  observed  at  the  Medfield  State 
Hospital  with  12.9  years.  The  Medfield,  Grafton  and  Gardner 
State  hospitals  have  been  administratively  assigned  to  the  duty 
of  caring  for  transfer  patients  for  a  good  many  years  and,  for  that 
reason,  have  an  accumulation  of  chronic  types  of  mental  dis- 
orders. In  so  far  as  patients  are  selected  for  transfer  on  the  basis 
of  their  physical  fitness  and  moderate  development  of  a  chronic 
psychosis,  we  may  expect  that  these  institutions  will  have  pa- 
tients who  will  remain  in  residence  for  long  periods  of  time.  Of 
the  active  admitting  hospitals,  Boston  State  has  the  longest 
average  period  in  residence,  8.3  years.  Another  of  the  active 
admitting  hospitals,  Foxborough,  presents  the  lowest  average 
residence  of  6.5  years.  The  Metropolitan  Hospital  has  only 
recently  been  opened,  and  the  Boston  Psychopathic  Hospital  is 
mainly  for  the  temporary  care  of  mental  disorders;  conse- 
quently, they  are  not  considered  in  this  discussion.  This  table 
is  very  enlightening,  as  it  reveals  the  fact  that  different  mental 
hospitals  retain  their  resident  patients  for  different  lengths  of 
time.  While  this  is  somewhat  dependent  upon  the  ages  and 
psychoses  of  patients  entering  the  hospital  and  the  recentness  of 
the  opening  of  the  institution,  we  can  see  that  other  factors  are  in 
operation.  For  example,  Boston  State  and  Worcester  State 
Hospitals  draw  their  patients  from  congested  city  areas.  The 
economic  status  of  their  patients  is  much  lower,  on  the  average, 
than  that  of  patients  received  by  other  hospitals  drawing  from 
rural  sections  of  the  State.  In  the  previous  section  dealing  with 
discharges  we  observed  that  the  lower  economic  groups  had  lower 
discharge  rates.  However,  with  all  due  allowance  for  these 
factors,  other  definite  questions  are  implied  in  this  table.  We 
might  feel  justified  in  inquiring  into  the  administrative  and 
clinical  policies  of  the  Westborough,  Northampton  and  Fox- 
borough  State  Hospitals,  as  these  institutions  show  a  consistent 
short  average  length  of  hospital  stay  of  resident  patients.  Are 
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they  using  methods  of  treatment  which  might  well  be  made  use  of  in 
other  institutions? 

Summary 

I.  An  outline  of  the  new  statistical  system  of  the  Massachu- 
setts Department  of  Mental  Diseases  is  presented.  Early  diffi- 
culties encountered  in  the  method  of  installation  are  outlined. 
Since  1928  statistics  on  mental  diseases  and  mental  deficiency 
in  this  State  have  been  prepared  centrally.  At  the  present  time 
the  Statistical  Division  receives  statistical  cards  from  thirteen 
mental  hospitals  and  three  State  schools  under  the  direction  of 
the  Department  of  Mental  Diseases,  from  the  mental  wards  of 
the  State  Infirmary,  from  the  Bridgewater  State  Hospital  for  in- 
sane criminals,  from  two  Veterans'  hospitals,  and  from  one  large 
private  institution.  Effort  has  been  made  to  present  statistics 
on  mental  diseases  for  the  entire  State,  as  the  hospitals  which  are 
now  a  part  of  our  system  care  for  99  per  cent  of  all  mental  cases 
within  the  State.  By  arrangement  with  the  Census  Bureau  and 
the  Public  Health  Service  at  Washington,  copies  of  our  punch 
cards  are  sent  directly  to  those  Bureaus,  thus  obviating  the  neces- 
sity of  individual  institutions  reporting  directly  to  them  as  was 
the  case  in  the  past  (Graphs  I  and  II). 

II.  Of  all  court  commitments  admitted  to  Massachusetts 
mental  hospitals  during  1932,  80.6  per  cent  were  first  admissions; 
7.1  per  cent  were  second  admissions;  5.4  per  cent  were  having 
their  third  admission;  3.0  per  cent  their  fourth  admission;  and 
1.4  per  cent  their  fifth  admission.  A  total  of  2.5  per  cent  were 
admitted  for  the  sixth  time  or  more.  The  average  number  of 
admissions  for  all  1932  cases  coming  to  mental  hospitals  was  1.49: 
1.46  for  the  males  and  1.52  for  the  females  (Table  1). 

III.  Certain  psychoses  show  a  tendency  to  readmissions, 
while  others  tend  to  have  but  a  single  admission.  Of  all  the 
court  cases  admitted  during  1932,  the  highest  average  number  of 
times  admitted  was  seen  in  the  manic-depressive  group  with  2.22; 
psychoses  with  psychopathic  personality  was  second  with  1.80; 
and  dementia  praecox  and  paranoia  third  with  averages  of  1.56 
each.  The  lower  averages  are  seen  in  the  psychoses  with  other 
somatic  diseases,  1.09;  with  brain  tumor,  1.00;  and  the  psy- 
choses with  pellagra  1.00  (Table  2). 

IV.  The  danger  of  drawing  conclusions  from  research  work 
based  on  the  material  of  any  one  State  hospital  is  outlined. 
Individual  institutions  apparently  care  for  patients  of  different 
age  levels,  and  this  fact  would  necessarily  color  any  results  in  the 
investigative  field.  The  average  admission  age  of  all  court  first 
admissions  during  1932  was  48.6  years.    The  highest  admission 
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ages  are  seen  at  the  Boston  State  Hospital  with  an  average  of 
54.4  years;  Gardner  with  an  average  of  50.6  years;  and  Taunton 
with  an  average  of  50.1  years.  The  low  admission  average  ages 
are  seen  at  Grafton  State  Hospital  with  41.7  years.  Boston 
Psychopathic  with  39.1  years;  and  the  Monson  State  Hospital 
with  25.5  years.  The  necessity  for  the  basing  of  studies  on  in- 
stitution population  for  the  entire  State  is  evident  in  these  re- 
sults. It  is  clear  that  institutions  which  draw  their  admissions 
from  the  older  age  groups  will  have  a  higher  death  rate,  lower 
discharge  rate  and  entirely  different  psychiatric  and  medical 
problems  than  those  which  draw  their  admissions  from  the 
younger  age  groups  (Table  3). 

V.  Individuals  who  are  married  apparently  have  less  chance 
of  admission  to  a  mental  hospital.  For  the  various  mental 
status  groups  we  find  the  following  rates  per  100,000  of  the  same 
groups  in  the  general  population.  For  individuals  who  were 
single,  104  cases  per  100,000  were  admitted  to  our  State  hospitals 
during  1932.  The  rate  for  the  married  was  75;  for  the  widowed, 
192;  and  for  the  divorced  389.  Relatively  five  times  as  many 
divorced  individuals  are  admitted  as  those  who  are  married. 
Important  sex  differences  are  observed.  For  every  100  married 
women  we  will  have  122  married  men  admitted.  For  those  who 
are  single,  the  proportion  will  be  100  women  to  130  men.  For 
every  100  widowed  women  we  will  have  152  men  whose  wives 
have  died.  The  divorced  proportion  will  be  100  women  to  136 
men.  The  lowest  excess  of  men  over  women  occurs  in  the 
married  group  suggesting  that  marriage  is  much  more  of  a 
stabilizer  to  men  than  to  women  as  far  as  mental  disease  is  con- 
cerned (Table  4  and  Graph  III). 

VI.  Marital  status  and  the  age  at  admission  present  inter- 
esting relationships.  Those  who  are  single  show  the  lowest 
average  admission  age  of  38  years.  The  married  are  next  with 
an  average  admission  age  of  50.4  years;  the  separated  group 
third  with  50.5  years;  while  the  divorced  group  are  only  slightly 
higher  with  50.8  years.  The  widowed  group  show  the  highest 
average  of  67.6  years.  Persons  who  are  single  are  admitted 
approximately  twelve  years  earlier  than  those  who  are  married, 
divorced  or  separated. 

Single  women  remain  out  of  the  hospital  two  years  longer  than 
single  men.  However,  if  the  women  have  been  married  but 
divorced,  they  come  to  the  hospital  three  years  sooner  than  the 
divorced  men.  If  they  have  been  married  but  are  separated,  they 
are  admitted  seven  years  earlier  than  the  men.  If  they  remain 
with  their  husbands,  however,  the  married  women  are  admitted 
approximately  eight  and  one-half  years  sooner  than  the  married 
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men.  In  reference  to  numbers,  the  married  status  is  the  most 
favorable  because  of  its  lower  relative  incidence  of  mental  disease. 
In  the  relatively  few  married  cases  who  develop  mental  disease, 
the  married  women  come  to  the  hospital  eight  years  earlier  than 
married  men  (Table  5  and  Graph  IV). 

VII.  The  average  admission  age  of  all  first  court  admissions 
during  1933  was  48.6  years,  and  that  of  the  readmissions  was 
44.5  years.  The  apparent  paradox  of  readmissions  being  ad- 
mitted at  younger  ages  than  first  admissions  is  explained  some- 
what by  the  higher  death  rate  in  the  older  age  groups.  The  first 
admissions  who  are  admitted  at  older  ages  show  a  high  death 
rate  in  the  higher  age  groups  and  this  leaves  only  the  younger 
cases  surviving  for  possible  discharge  and  later  readmission.  In 
the  alcoholic  psychoses,  the  manic-depressive  group  and  in 
dementia  praecox  the  readmission  age  is  slightly  higher  than 
the  first  admissions.  These  psychoses  tend  to  occur  within  the 
younger  ages,  and  have  low  death  rates.  As  first  admissions 
they  survive  and  have  an  opportunity  to  be  readmitted  again 
while  they  are  still  comparatively  young  (Table  6). 

VIII.  The  average  length  of  hospital  stay  for  cases  discharged 
during  1932  was  approximately  one  year  and  three  months.  The 
"recovered"  group  remained  an  average  of  eleven  months;  the 
"improved"  group,  one  year  and  three  months;  while  those  dis- 
charged as  "unimproved"  remained  the  longest  period  of  all, 
approximately  two  years.  Cases  of  dementia  praecox  who  were 
discharged  showed  the  longest  hospital  residence  of  1.90  years; 
1.10  for  the  "recovered"  group,  1.64  years  for  those  "improved," 
and  2.91  years  for  those  discharged  as  "unimproved."  The 
epileptic  psychoses  show  a  long  hospital  residence  of  1.83  years. 
Psychoses  with  cerebral  syphilis  and  psychoses  with  mental 
deficiency  show  hospital  residences  of  1.22  years  each.  Psy- 
choses due  to  drugs,  psychoses  with  pellagra,  with  brain  tumor, 
and  the  somatic  group  show  shorter  hospital  residences  of  .38 
years,  .31  years,  .25  years  and  .23  years  respectively  (Table  7). 

There  is  a  grave  error  in  the  widely  publicized  statement  that 
50  per  cent  of  all  hospital  beds  are  occupied  by  mental  patients. 
Approximately  400,000  beds  are  devoted  to  all  general  diseases 
as  a  group,  and  another  400,000  are  devoted  to  mental  diseases. 
The  average  mental  patient  remains  in  the  hospital  for  more  than 
a  year,  while  the  general  hospital  patient  remains  only  for  an 
average  of  about  two  and  a  half  weeks.  The  400,000  mental 
hospital  beds  will  be  occupied  by  the  same  400,000  individuals 
while  the  400,000  general  hospital  beds  can  take  care  of  approxi- 
mately 10,400,000  different  patients  during  the  same  period. 

IX.  The  economic  status  of  patients  apparently  influences  the 
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discharge  rates.  Discharge  rates  per  100  cases  admitted  on  the 
same  economic  status  during  1932  gives  the  following  results: 
for  persons  of  dependent  economic  status,  24;  marginal  economic 
status,  59;  comfortable  economic  status,  81  (Table  8  and 
Graph  V). 

X.  The  length  of  hospital  stay  of  patients  in  different  State 
hospitals  varies  markedly.  The  Taunton  and  Boston  State  Hos- 
pitals show  the  high  average  length  of  hospital  stay  of  1.4-4  years 
and  1.37  years,  respectively.  Both  of  these  institutions  have 
high  average  admission  ages  of  patients  entering  the  institutions, 
that  of  Boston  State  being  54  years.  The  Boston  Psychopathic 
Hospital  shows  the  shortest  length  of  hospital  stay,  .49  years 
but  also  has  the  lowest  average  admission  age  of  39  years, 
(Table  9). 

XL  Patients  who  died  in  the  hospital  show  a  much  longer 
average  hospital  residence.  Considering  the  last  admission 
during  which  the  patient  died,  the  1932  deaths  had  an  average 
hospital  residence  of  5.9  years:  6.3  years  for  the  females  and  5.5 
years  for  the  males.  Cases  with  dementia  praecox  show  the 
longest  average  length  of  residence  of  13.8  years.  The  alcoholic 
psychoses  are  second  with  12.1  years,  and  the  psychoses  with 
mental  deficiency  third  with  10.8  years.  Psychoses  with  cerebral 
arteriosclerosis  and  with  other  somatic  diseases  show  the  low 
average  hospital  residences  of  1.33  years  and  .98  years  (Table  10; . 

When  we  consider  the  total  hospital  residence  during  all  ad- 
missions we  see  an  average  of  6.4  years  for  both  sexes,  with  6.3 
years  for  the  males  and  6.6  years  for  the  females.  Dementia 
praecox  again  heads  the  list  with  a  total  hospital  stay  of  16.5 
years.  Alcoholic  psychoses  are  second  with  13.8  years,  and  the 
psychoses  with  mental  deficiency  third  with  12.7  years.  Psy- 
choses with  cerebral  arteriosclerosis  and  with  other  somatic 
diseases  show  the  short  average  length  of  stay  of  1.49  years  and 
1.09  years. 

XII.  Readmissions  who  die  in  the  hospital  have  a  residence 
which  is  much  longer  than  that  of  the  first  admissions.  The 
cases  admitted  but  once  and  dying  showed  an  average  length  of 
residence  of  3.2  years.  If  the  patient  has  been  admitted  twice 
and  died  during  his  second  admission,  his  hospital  residence  for 
the  second  or  last  admission  was  8.9  years.  When  admitted 
three  times,  the  length  of  hospital  stay  for  the  third  or  last  ad- 
mission was  9.6  years.  When  the  patient  had  four  admissions 
and  died  during  the  fourth  admission  the  average  length  of 
hospital  stay  was  10.2  years.  In  the  case  of  patients  dying  in  the 
hospital  the  shortest  average  length  of  residence  occurs  among 
the  cases  admitted  but  once.    Patients  admitted  several  times 
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to  mental  hospitals  apparently  have  physical  resources  which 
have  been  denied  the  group  of  cases  admitted  but  once  (Table  11 
and  11-a). 

Readmissions  dying  in  hospital  show  short  hospital  residences 
during  their  previous  admissions  and  a  long  hospital  residence 
during  the  admission  which  ended  in  their  death.  Patients  ad- 
mitted twice  show  an  average  residence  of  1.5  years  for  the 
previous  admission  and  8.9  years  for  the  last  admission.  Cases 
admitted  three  times  show  a  hospital  residence  of  1.5  years  for 
each  of  the  previous  admissions  and  9.6  years  for  the  last  admis- 
sion. Cases  admitted  four  times  average  1.3  years  for  each  of 
the  previous  admissions,  and  10.2  years  for  the  last  admission. 
Cases  admitted  five  times  average  .7  years  for  each  of  the  pre- 
vious admissions  and  9.3  years  for  the  last  admission  during 
which  death  occurred. 

XIII.  When  we  study  the  total  duration  of  hospital  residence 
for  all  cases  readmitted  we  find  that  there  is  little  difference  in  the 
total  time  spent  in  hospital  whatever  the  number  of  admissions. 
Cases  admitted  twice  and  dying  in  the  hospital  show  a  total 
hospital  residence  of  10.4  years.  If  admitted  three  times  the 
total  hospital  residence  is  12.8  years:  if  admitted  four  times,  a 
total  residence  of  13.6  years;  if  admitted  five  times,  a  total  resi- 
dence of  12.4  years;  and  if  admitted  six  times,  a  total  residence 
of  12.9  years.  For  the  cases  admitted  three,  four,  five  or  six 
times,  there  is  approximately  one  year's  difference  only  between 
the  low  and  high  average.  Apparently  these  readmissions  who 
die  spend  about  twelve  years  in  institutions  during  their  lives 
regardless  of  the  number  of  times  admitted  (Table  12). 

XIV.  In  the  active  admission  hospitals,  committed  patients 
dying  during  1933  remained  an  average  of  3.5  years  prior  to 
death.  The  averages  for  the  Northampton  State  Hospital  and 
the  Boston  State  Hospital  are  3.7  and  3.8  respectively.  The 
Taunton  and  the  Westboro  State  Hospitals  show  the  longest 
average  periods  of  residence  prior  to  death  of  4.5  and  5.2  years. 
In  the  hospitals  caring  for  chronic  patients  we  note  longer  hos- 
pital residences,  the  Gardner,  Medfield  and  Danvers  State 
Hospitals  showing  average  lengths  of  residence  of  8.7  years,  10.6 
years  and  13.5  years.  Analysis  demonstrates  that  the  various 
hospitals  are  drawing  patients  of  different  types  and  different 
ages.  Therefore,  to  render  worthwhile  any  research  project  on 
the  cases  dying  in  mental  hospitals  it  becomes  necessary  to  study 
the  deaths  for  the  entire  State  before  we  can  arrive  at  worthwhile 
conclusions  (Table  13). 

XV.  Statistics  on  the  average  length  of  residence  of  patients 
discharged  and  of  patients  dying  represent  two  aspects  of  the 
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problem  of  hospital  stay  but  fail  to  consider  the  momentous 
questions  of  the  length  of  residence  of  the  more  or  less  chronic 
cases  remaining  in  residence.  At  the  end  of  1932  the  first  ad- 
mission cases  in  1  residence  in  our  mental  hospitals  showed  an 
average  period  of  residence  of  8.4  years:  8.8  years  for  the  males 
and  8.1  years  for  the  females.  Readmissions  in  residence  showed 
an  average  stay  of  8.9  years:  8.6  years  for  the  males  and  9.3 
years  for  the  females.  Of  the  first  admissions  in  residence, 
dementia  praecox  shows  the  long  average  stay  of  11.4  years,  and 
psychoses  with  psychopathic  personality  are  second  with  10.0 
years.  The  psychoneuroses  and  psychoses  with  cerebral  ar- 
teriosclerosis show  the  short  average  stays  of  3.2  years  and  2.7 
years.  Among  the  readmissions  in  residence,  dementia  praecox 
again  shows  the  longest  hospital  stay  of  10.2  years,  and  the 
epileptic  psychoses  are  second  with  10.4  years.  These  figures,  of 
course,  apply  only  to  the  present  admission,  not  the  previous 
admissions  of  these  readmitted  cases.  The  shorter  periods  of 
residence  are  observed  in  the  psychoneuroses  with  3.6  years,  and 
in  psychoses  with  Huntington's  chorea,  2.7  years  (Table  14). 

XVI.  First  admissions  in  the  resident  population  of  mental 
hospitals  who  were  admitted  between  the  ages  25-29  years,  show 
the  longest  average  stay  of  11.3  years.  Cases  admitted  between 
the  ages  of  20-24  years  or  30-34  years,  are  the  same,  with  an 
average  stay  of  10.8  years  each.  There  is  a  gradual  decrease  in 
length  of  residence  as  the  admission  ages  advance.  The  read- 
missions  also  show  the  longest  hospital  residence  of  10.4  years  in 
the  cases  admitted  in  the  ages  of  25-29  years.  The  first  and  re- 
admissions show  no  great  deviations,  and  there  is  a  rather  re- 
markable agreement  between  them.  Cases  which  tend  to  have 
long  hospital  residences  group  themselves  within  the  younger 
admission  ages,  irrespective  of  whether  they  are  first  or  read- 
missions.  That  is,  patients  who  have  been  admitted  to  hospi- 
tals at  younger  ages  are  those  who  have  tended  toward  chronicity 
and  to  longer  retention  within  our  mental  hospitals.  Cases 
admitted  at  higher  admission  ages  are  contributing  more  to  our 
discharges  and  to  our  deaths  than  those  admitted  at  younger 
ages  (Table  15). 

XVIII.  The  cases  in  residence  show  the  same  tendency  as 
was  noted  in  deaths  in  reference  to  length  of  time  spent  in  hospi- 
tal during  previous  admission.  All  cases  in  residence  at  the  end 
of  1932  showed  an  average  stay  during  the  present  admission  of 
8.9  years.  However,  during  the  previous  admission  they  had 
already  remained  in  institutions  an  average  of  4.0  years,  or  a 
total  time  in  hospital  during  all  admissions  of  12.9  years.  The 
females  show  a  total  hospital  stay  of  13.5  years,  which  is  more 
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than  one  year  longer  than  the  figure  for  the  males,  that  of  12.4 
years. 

Considering  the  total  hospital  residences  during  all  admissions 
we  note  the  high  average  of  14.8  years  in  psychoses  with  mental 
deficiency.  Dementia  praecox  and  epileptic  psychoses  show 
14.8  years  and  13.6  years  respectively.  The  low  averages  of 
4.8  years  and  3.3  years  are  seen  in  general  paralysis  and  psy- 
chosis with  Huntington's  Chorea  (Table  16). 

XVIII.  A  comparison  between  the  percentage  distribution  of 
psychoses  in  the  resident  population  and  the  distribution  in 
admissions,  discharges  and  deaths  for  any  one  year  provides  in- 
teresting data.  For  example,  dementia  praecox  comprised  22 
per  cent  of  first  admissions  and  32  per  cent  of  readmissions  dur- 
ing 1932.  This  same  disorder  made  up  27  per  cent  of  discharges 
and  17  per  cent  of  the  deaths.  While  dementia  praecox  holds 
its  own  among  the  discharges,  it  does  not  have  a  proportionate 
number  of  cases  who  die.  In  the  resident  population  dementia 
praecox  makes  up  40  per  cent  of  the  first  admissions  in  residence 
and  57  per  cent  of  readmissions  in  residence.  These  figures  pro- 
vide definite  information  that  individuals  with  dementia  praecox 
tend  to  accumulate  within  our  institutions  in  startlingly  large 
proportions.  It  is  significant  that  these  resident  cases  of  de- 
mentia praecox  accumulate  because  fewer  of  them  die  and  not 
because  fewer  of  them  are  discharged.  Data  on  the  other  psy- 
choses are  presented.  It  is  evident  that  the  epileptic  group, 
dementia  praecox,  and  psychoses  with  mental  deficiency  are  the 
three  psychoses  which  tend  to  remain  in  mental  hospitals  for 
long  periods  of  time  and  to  eventually  make  up  the  bulk  of  cases 
in  our  mental  hospitals  (Table  17). 

XIX.  New  data  on  the  admission  age  and  present  age  of  all 
cases  in  residence  in  mental  hospitals  is  presented.  The  average 
admission  age  of  the  resident  population  was  found  to  be  40.5 
years:  39.0  years  for  the  males  and  42.1  years  for  the  females. 
However,  the  present  age  of  those  same  cases  is  now  48.8  years: 
47.1  for  the  males  and  50.5  for  the  females.  The  males  making 
up  the  resident  population  were  admitted  to  the  hospitals  at 
ages  which  averaged  three  years  younger  than  the  females. 
Average  present  ages  for  each  of  the  psychoses  are  presented. 
Considering  the  present  ages  we  note  that  the  senile  psychoses 
and  those  with  cerebral  arteriosclerosis  present  the  high  average 
ages  of  74  and  70  years.  In  Table  18  we  observe  that  beginning 
with  the  psychoses  with  pellagra  there  are  nine  psychoses  with 
average  present  ages  between  50  and  59  years.  Starting  with 
the  traumatic  psychoses  there  are  thirteen  psychoses  with  aver- 
age ages  between  40  and  49  years.    Only  two  groups  —  without 
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psychosis,  psychopathic  personality  and  without  psychosis, 
epilepsy  —  offer  present  average  ages  between  30  and  39  years. 
Only  one  group  —  without  psychosis,  epilepsy  with  mental  de- 
ficiency, falls  in  the  group  20-29  years.  We  observe  that  the 
resident  population  of  our  mental  hospitals  is  essentially  a  middle 
age  or  an  older  group.  The  average  present  age  of  the  entire 
resident  population  is  48.8  years,  and  it  is  evident  that  the  prae- 
cox  group,  making  up  51  per  cent  of  the  resident  population  is 
tending  to  hold  down  our  average  age  for  the  entire  group 
(Table  18). 

XX.  The  average  age  at  admission,  average  age  at  dis- 
charge and  average  age  at  death  of  court  cases,  1932,  are  com- 
pared with  the  average  ages  of  the  resident  population  in  the 
various  State  hospitals  at  the  end  of  1932.  The  age  of  resident 
patients  in  the  State  hospital  varies  markedly  in  different  insti- 
tutions. There  are  also  marked  differences  in  the  age  at  first 
admission,  discharge  and  death.  In  the  average  ages  of  first 
admissions  during  the  year  we  find  that  we  have  differences  of 
approximately  15  years  between  the  high  and  low  average  in 
different  institutions.  In  the  discharged  cases  this  average 
narrows  to  approximately  6  years  between  the  high  and  low 
point.  The  average  age  of  cases  dying  is  still  further  narrowed 
to  approximately  4  years.  In  the  admission  ages  of  patients  in 
residence  we  find  that  those  who  tend  to  remain  in  residence 
confine  themselves  to  admission  ages  between  40  and  44 
years. 

There  is  another  striking  point  in  that  the  average  age  at 
admission  of  the  resident  population  is  the  lowest  of  any  of  the 
other  groups.  Patients  come  to  the  hospitals  at  an  average  age 
of  about  48  years.  Those  discharged  averaged  about  42  years. 
Those  dying  averaged  about  63  years,  while  those  tending  to 
remain  in  residence  came  into  the  hospital  at  the  youngest  age 
of  all,  approximately  40  years  (Table  19). 

The  highest  average  present  age  of  the  resident  population  is 
seen  at  the  Medfield  State  Hospital  with  53.7  years.  The  lowest 
average  present  age  for  State  hospitals  is  observed  at  Foxborough 
with  48.5  years.  The  Boston  Psychopathic  Hospital  has  the  low 
average  of  36.7  years,  but  the  number  of  cases  involved  here  is 
very  small.  The  rather  marked  difference  in  the  present  ages 
of  the  resident  population  of  various  State  hospitals  shows  that 
the  administrative,  psychiatric,  medical  and  surgical  problems 
in  these  institutions  will  be  radically  different.  The  institutions 
caring  for  the  older  cases  will  require  more  provision  for  infirm 
patients  and  a  more  elaborate  equipment  for  medical  and  surgical 
cases.    Institutions  caring  for  younger  age  groups  will  be  able 
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to  devote  more  space  and  equipment  to  various  industrial  activi- 
ties and  to  occupational  thereapy. 

XXI.  This  article  presents  certain  data  on  mental  diseases 
which  show  us  that  we  have  little  reason  to  be  satisfied  with  our 
knowledge  of  the  status  of  patients  in  our  mental  hospitals. 
Data  never  before  published  have  been  presented  in  this  com- 
munication, particularly  in  reference  to  the  resident  population 
of  our  mental  hospitals.  The  material  suggest  that  there  is  still 
a  great  unexplored  field  for  investigative  work  in  psychiatry; 
that  the  information  which  has  been  available  has  been  elemen- 
tary in  type;  and  that  an  expansion  and  elaboration  of  our 
statistics  on  mental  diseases  is  urgently  needed. 
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INTRODUCTION 

SOCIAL  WORK 

In  what  may  be  considered  a  relatively  short  space  of  time,  social  work 
as  a  profession  has  made  rapid  advances  and  its  achievements  have  been 
of  such  a  nature  that  not  only  the  trends  but  the  fundamental  conceptions 
underlying  social  case  work  have  been  radically  changed. 

Social  work  started  as  a  diversion  by  one  social  group  through  the  giving 
of  temporary  relief  to  another  less  fortunate  social  group.  In  the  beginning 
there  was  little  or  no  consideration  given  to  the  varied  sociological  factors 
and  individual  differences  which  were  the  vital  forces  in  the  situation 
demanding  study  and  investigation.  Today  these  considerations  are  the 
very  essence  of  social  work.  The  art  and  the  science  of  the  profession  is 
directed  toward  determining  not  only  the  social  pathology,  but  the  psycho- 
pathology  underlying  crime,  disease,  and  the  allied  problems  surrounding 
personality  deviations  such  as  inefficiency  and  unhappiness. 

The  progress  which  the  social  worker  has  made  during  the  past  two  de- 
cades is  an  indication  of  the  real  need  of  this  relatively  new  profession  and 
the  contribution  that  it  has  been  able  to  make  toward  a  better  under- 
standing of  our  most  vexing  social  problems.  This  progress  also  bears 
witness  to  the  fact  that  the  profession  has  drawn  unto  itself  a  well  stabilized 
group  of  individuals  who,  with  breadth  of  vision  and  unlimited  patience 
have  struggled  against  ignorance  and  intolerance  in  order  to  obtain  their 
objective. 

There  are  many  factors  in  the  social  worker's  environment  which  would 
have  made  it  difficult  for  a  less  stabilized  group  to  maintain  their  equi- 
librium. For  a  period  of  years  social  workers  were  looked  upon  by  many 
of  those  in  the  older  allied  professional  fields  as  being  but  the  fifth  spoke 
in  the  wheel.  Even  in  the  field  of  medicine,  many  physicians  had  little  or 
no  idea  of  the  social  implications  of  illness,  crime,  and  proverty.  A  social 
worker,  to  such  physician,  was  but  a  glorified  errand  girl,  someone  to  be 
directed,  and  the  idea  that  she  might  make  a  contribution  quite  indepen- 
dent of  the  physician  was  something  entirely  new.  There  are  still  those 
physicians  who  have  not  awakened  to  the  fact  that  advances  in  medicine, 
industry,  education,  and  penology  will,  in  no  small  measure  depend  upon 
specific  contributions  in  the  field  of  social  work. 

On  the  other  hand,  there  are  those  who  would  be  inclined  to  crown  the 
achievements  of  the  social  worker,  especially  those  working  in  the  field  of 
psychiatry,  by  turning  over  to  them  the  responsibility  of  therapy,  a  func- 
tion heretofore  carried  out  by  those  medically  trained.  However,  lying 
between  these  two  divergent  points  of  view  which  represent  the  physician's 
evaluation  of  the  social  worker's  abilities  and  what  her  responsibilities 
should  be,  has  been  a  large  body  of  intelligent,  medically  trained  individuals 
who  have  looked  upon  social  work  as  an  important  contribution  to  the 
whole  field  of  medicine.  These  physicians  appreciate  that,  by  virtue  of 
the  social  worker's  training  and  experience  and  the  varied  techniques  which 
she  has  developed  in  her  attempt  to  solve  social  problems,  she  must  be 
recognized  as  a  colleague  and  associate  rather  than  an  assistant.  As  in 
many  other  conflicts  that  have  arisen  between  professional  groups,  this 
one  must  be  settled  in  a  spirit  of  cooperation  and  not  competition. 
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DEPARTMENT  OF  MENTAL  DISEASES  —  SOCIAL  SERVICE  IN 
RETROSPECT  AND  OUTLOOK 
By  Hannah  Curtis 
Director  of  Social  Work 

Although  not  technically  known  as  such,  social  work  in  some  form,  has 
been  active  in  Massachusetts  State  Hospitals  for  several  years.  In  seeking 
for  a  starting  point,  one  feels  that  the  seed  may  have  been  sown  by  Dorothy 
Dix  years  ago  in  her  tireless  efforts  to  humanize  treatment  of  the  insane 
many  of  whom  were,  at  that  time,  subjected  to  most  distressing  conditions. 
There  is  reason  to  believe  that  the  Dix  campaign  laid  the  foundation  for 
modern,  scientific  treatment  of  mental  sufferers  in  Massachusetts  and 
elsewhere.  It  is  indeed  a  far  cry  from  the  crude  and  inhuman  treatment 
of  the  insane  of  six  or  seven  decades  ago  to  present  day  methods  and 
changed  attitudes  of  society  toward  mental  patients  and  mental  disorders. 
An  ever  growing  sense  of  social  responsibility  for  the  mentally  disordered 
appears  to  have  developed  to  the  point  where  many  now  believe  that  the 
social  treatment  of  a  patient  and  his  environmental  conditions  are  quite 
as  important  as  any  other  kind  of  treatment  that  he  receives  at  the  hospital. 

For  many  years  the  "asylum"  and  the  community  appeared  to  have 
little  in  common.  An  invisible  and  seemingly  insurmountable  wall 
separated  them  as  truly  as  did  the  stone  walls  and  high  fences  that  marked 
the  dividing  line  between  the  community  and  the  "lunatic  asylum".  A 
consideration  of  some  of  the  steps  that  have  led  to  the  present  levels  of 
psychiatric  and  social  treatment  of  patients  may  serve  the  double  purpose 
of  evaluating  past  and  present  methods  and  of  indicating  next  steps  to  be 
taken  in  regard  to  the  social  welfare  of  mental  patients  in  State  care. 

One  of  the  earliest  attempts  by  Massachusetts  State  Hospitals  to  make 
constructive  community  contacts  may  be  noted  in  the  so-called  ' '  boarding 
out"  of  patients  in  private  families.  The  first  intimation  of  a  "boarding 
out"  system  in  this  State  appears  to  have  come  from  Dr.  Samuel  G.  Howe, 
a  reformer  in  regard  to  most  classes  of  dependents.  He  laid  down  the 
principles  of  "family  care"  in  a  report  to  the  State  Board  of  Charities  in 
1866.  At  that  time  the  boarding  out  system  was  in  use  in  Scotland  and 
Gheel,  Belgium  and  was  considered  by  authorities  on  the  subject  to  be 
generally  satisfactory  from  many  angles.  In  1885  Massachusetts  estab- 
lished a  boarding  out  system  for  mental  patients,  the  original  purpose 
being  apparently  of  a  twofold  nature  —  economic  and  therapeutic.  Then, 
as  now,  economic  values  demanded  considerable  attention.  The  relatively 
high  costs  of  the  asylum  system  created  problems  that  necessitated  serious 
consideration.  It  would  appear  that  the  "asylum"  was  originally  created 
for  the  purpose  of  caring  for  chronic  cases  more  economically  than  could 
be  done  in  the  hospital.  This  might  have  been  successfully  carried  out  if 
the  class  of  patients  for  asylums  had  been  selected  with  this  in  mind  but 
the  hospitals  retained  their  best  workers  and  quieter  cases  for  their  own 
colonies  and  left  the  less  desirable  cases  to  be  transferred  to  asylums.  This 
resulted  in  the  congregation  of  infirm,  tubercular,  custodial  patients  of  the 
demented  type  who  were  unable  to  work  in  the  "asylum".  The  result 
was  that  a  larger  number  of  attendants  were  required  to  care  for  them, 
thus  raising  the  per  capita  cost  of  asylum  maintenance.   Thus  the  reason 
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for  creating  the  "asylum"  did  not  sustain  itself.  Patients  entering  the 
"asylums"  and  their  friends  —  lost  hope  —  relatives  lost  interest  as 
patients  were  considered  incurable  when  they  were  transferred  to  these 
institutions.  A  new  way  out  was  sought  and  the  "boarding  out"  plan 
offered  itself  as  a  possible  solution  to  some  of  the  problems  attendant  upon 
"asylum "  care. 

In  1884,  Dr.  Stedman,  a  firm  advocate  of  the  family  care  system,  con- 
tributed a  paper  to  the  Massachusetts  Board  of  Health,  lunacy  and  Charity 
on  the  values  of  "family  care".  The  Board  itself  in  a  vote  on  his  paper 
designated  the  project  as  "a  peculiar  method  of  treating  the  insane  which 
has  eminent  medical  authority  in  its  support".  The  following  year  the 
boarding  out  work  was  started  in  this  State.  Seventeen  years  later  — 
1902  —  Dr.  Owen  Copp,  Chief  Executive  Officer  of  the  State  Board  of 
Insanity  wrote,  "Family  care  is  a  provision  for  boarding  out  quiet  and 
harmless  insane  persons  in  private  dwellings  under  official  supervision  for 
the  purpose  of  relieving  overcrowding  in  our  State  Hospitals,  economy  to 
the  State  and  above  all  of  improving  at  the  same  time  the  comfort  and  well- 
being  of  these  patients  by  natural  home  surroundings". 

In  1905  a  new  law  was  passed  authorizing  trustees  to  place  patients 
themselves  in  private  homes.  The  increased  number  of  boarding  patients 
under  these  conditions  complicated  matters  and  indicated  the  need  of 
special  agents  for  supervision  service.  It  was  obviously  desirable  that 
such  agents  should  be  well  qualified  to  deal  with  mental  patients  who  were 
in  family  care. 

The  State's  next  step  in  developing  community  relationships  may  be 
noted  in  a  special  report  by  the  Board  to  the  Legislature  in  1908,  entitled 
"The  Best  Method  of  Provision  for  the  Insane."  "Every  hospital, 
especially  in  the  cities  should  be  a  center  of  instruction  and  counsel  in 
mental  hygiene,  prevention  of  insanity  and  after  care  of  discharged  patients. 
The  poor  of  the  district  should  be  encouraged  to  seek  its  advice  and  be 
granted  free  consultation  while  they  may  properly  remain  at  home.  An 
out-patient  service  similar  to  that  of  the  general  hospital  should  be  main- 
tained. There  should  be  cooperation  with  local  charitable  agencies  in 
ascertaining  home  conditions  and  in  its  endeavor  to  better  or  change  the 
unsuitable." 

The  matter  of  discharge  of  patients  had  been  discussed  at  semi-annual 
conferences  of  hospital  superintendents  and  trustees  with  the  State  Board 
of  Insanity  for  two  or  more  years.  In  May,  1910  the  subject  for  discussion 
at  the  conference  was  ' '  The  Attitude  of  the  Institution  to  the  Community 
it  Serves",  at  which  reference  was  made  to  social  service.  It  was  at  this 
time  that  Dr.  Owen  Copp  in  an  article  on  mental  disease  referred  to  the 
special  service  that  social  workers  could  render  in  the  field  of  psychiatry. 
In  November,  1911,  at  one  of  the  Board's  conferences  the  discussion 
centered  about  the  "relationship  of  social  service  to  the  institution",  a 
subject  that  had  been  selected  for  this  conference.  Although  it  was 
believed  by  a  few  members  of  the  Board  that  social  service  had  a  con- 
tribution to  make  to  the  field  of  psychiatry  it  was  not  at  this  time  clearly 
indicated  just  what  the  nature  of  the  contribution  should  be. 

During  this  period  considerable  attention  was  being  given  to  the  subject 
of  Eugenics.  Extensive  investigations  were  being  made  to  study  the  heredi- 
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tary  factors  in  mental  defect  and  disorder  at  considerable  expense.  Elabor- 
ate eugenics  charts  showing  the  background  of  selected  patients  were 
prepared  that  were  doubtless  of  scientific  interest  and  value.  The  out- 
growth of  this  movement,  of  comparatively  short  duration  in  Massachusetts 
may  perhaps  be  summed  up  in  a  statement  by  Dr.  Copp  —  "Is  not  too 
much  stress  being  laid  on  race  improvement  and  too  little  on  the  practical 
immediate  helping  of  out-patients  by  improving  the  living  conditions 
outside  the  hospital.  In  other  words,  is  not  the  disease  interesting  us 
more  than  the  patient?  The  eugenics  worker  should  be  a  social  worker  as 
well.  We  are  just  now  enamoured  of  eugenics  —  it  is  well,  but  greater 
advantages  lie  in  the  insight  it  gives  into  the  homes  and  conditions  of  life 
in  which  patient  has  lived.  Should  not  such  knowledge  be  turned  to  the 
most  beneficient  use  in  enabling  the  field  worker  to  be  of  practical  benefit 
as  a  social  worker  —  then  a  better  knowledge  of  the  situation  of  the  patient 
after  he  leaves  the  hospital  may  be  secured." 

It  would  thus  appear  that  a  combination  of  needs  arising  out  of  a  family 
care  system  that  required  supervision  agents  —  eugenics  studies  that  were 
of  little  practical  value  to  patients  and  the  desire  on  the  part  of  the  hospital 
to  use  community  resources  led  the  State  Board  to  consider  social  service 
as  a  possible  means  by  which  the  hospital  could  safely  and  effectively 
extend  itself  into  the  community,  thereby  meeting  some  of  the  practical 
needs  of  the  patient,  the  institution  and  the  community.  It  is  quite 
probable  that  the  introduction  of  social  service  into  some  of  the  large 
general  hospitals  stimulated  the  interest  of  those  officials  who  were  en- 
trusted with  the  care  of  mental  patients,  particularly  as  the  State  was 
contemplating  the  erection  of  the  Boston  Psychopathic  Hospital.  In  con- 
nection with  plans  for  this  hospital,  as  noted  in  the  report  of  1910,  it  was 
recommended  that  its  "social  workers  should  facilitate  early  discharge, 
after  care  of  patients,  investigate  their  previous  history  —  habits,  homes 
and  working  conditions  and  environment  and  other  causes  of  insanity  and 
endeavor  to  apply  corrective  and  preventive  measures."  When  the 
Boston  Psychopathic  Hospital  was  opened  in  June,  1912,  social  service 
had  a  definite  place  on  the  hospital  staff. 

The  comparatively  rapid  growth  of  the  social  service  project  for  insti- 
tutions indicated  the  confidence  that  the  State  Board  had  in  regard  to  its 
potentialities.  In  1913,  the  Board  gave  a  report  to  the  Legislature  on  social 
service  (the  same  having  been  required  by  them  —  Chapter  120,  Resolves 
of  1913)  relative  to  an  investigation  of  "social  service  as  a  means  of  pre- 
vention of  insanity  and  the  subsequent  care  of  the  mentally  ill."  The 
substance  of  this  report  is  most  interesting.  "Great  problems  of  social 
service  work  among  the  insane  are  obviously  prevention,  after  care  and 
non -hospital  care.  The  individual  is  largely  influenced  by  heredity  and 
environment  and  these  factors  cannot  be  determined  by  an  examination 
made  on  admission  of  the  patient  to  the  hospital.  If  this  element  is  not 
considered  then  the  examining  physician  is  leaving  out  of  consideration 
one  of  the  most  important  points  in  his  study  of  the  case. "  "  Unless  the 
cause  which  led  up  to  the  patient's  abnormal  mental  condition  is  deter- 
mined, the  treatment  cannot  be  satisfactorily  carried  out  either  while  the 
patient  is  in  the  hospital  or  after  his  discharge."    This  report  was  appar- 
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ently  convincing  if  one  may  judge  by  the  steady  growth  of  out-patient 
work  and  social  service. 

The  out-patient  clinic  service  which  probably  started  with  the  Walter 
E.  Fernald  State  School  about  1889  had  been  active,  on  a  small  scale,  in 
a  few  other  institutions  for  a  short  period.  The  Northampton  State 
Hospital  has  been  carrying  on  work  of  this  kind  for  some  time,  one  of  the 
hospital  physicians,  Dr.  Harriet  W.  Whitney,  being  in  charge  of  this 
service.  Out-patients  were  visited  in  their  homes  in  addition  to  the  super- 
vision of  "boarding  out"  patients.  The  results  of  out-patient  service  were 
sufficiently  favorable  to  encourage  the  newly  organized  State  Board  of 
Insanity  in  1914  to  determine  upon  a  policy  for  out-patient  service  that 
should  be  Statewide.  Following  a  survey  of  these  activities  the  Board 
decided  to  stimulate  the  work  of  each  hospital  to  go  out  into  the  com- 
munity and  to  be  responsible  for  the  mental  health  of  the  district  it  served. 
The  outline  adopted  by  the  Board  provided  for  paid  and  volunteer  social 
workers.  In  the  September,  1914,  issue  of  the  Department  Bulletin,  an 
official  outline  for  out-patient  service  appeared  indicating  the  main  lines 
of  activity  for  this  type  of  hospital  service.  The  general  headings  were  as 
follows : 

I.  Hospital  Out-patient  Departments 

Clinics  for  the  examination  and  treatment  of  all  hospital 
cases. 
II.  After  Care 

Systematic  follow  up  work  and  supervision  of  out-patients. 
Social  assistance. 

III.  Boarding  Out 

Social  study  of  hospital  cases  with  investigation  of  boarding 
homes  —  supervision  of  patients  in  private  homes ;  co- 
operation with  State  boarding  out  system. 

IV.  Mental  Hygiene  and  Prevention 

Education  of  medical  and  lay  public  in  matters  relating  to 
prevention  of  insanity  —  care  of  the  insane  by  the  State. 
In  1913,  three  State  hospitals  had  secured  the  services  of  trained  social 
workers  and  by  1915  practically  every  part  of  the  State  had  been  covered 
and  social  service  entered  upon  its  career  in  our  state  hospital  field.  For 
some  time,  this  branch  of  hospital  service  was  largely  experimental  as 
functions  were  not  clearly  defined  —  community  relationships  had  to  be 
built  up  slowly  and  carefully.  Extra  mural  institution  activities  were 
unknown  to  people  in  general  and  were  regarded  with  some  suspicion. 
Hospital  physicians,  in  general,  had  not  been  informed  as  to  the  functions 
and  special  abilities  of  social  workers  and  were  more  or  less  skeptical  as  to 
the  real  values  of  social  work,  particularly  as  connected  with  mental  hospi- 
tals. These  outstanding  factors  indicated  the  necessity  of  slow,  steady, 
educational  processes  in  order  that  the  best  values  might  eventually  appear. 
For  some  time,  many  of  the  tasks  of  the  social  worker  were  of  a  decidedly 
miscellaneous  nature  —  many  of  them  not  even  remotely  related  to  social 
work.  To  many  hospital  officials,  social  service  presented  itself  as  an 
opportunity  to  secure  assistance  in  matters  pertaining  to  administration, 
clerical  work  and  to  personal  errands  for  patients  that  were  of  temporary 
interest  only. 
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The  transfer  of  the  care  of  "boarding  out"  patients  to  State  Hospitals 
from  the  State  Board  of  Insanity  in  January,  1915,  stimulated  interest  in 
"family  care"  service  as  the  supervision  of  these  patients  thus  became  an 
institution  activity  through  local  hospital  social  service  departments.  This 
was  perhaps  the  first  general  function  of  social  service  that  was  uniformly 
adopted  by  hospitals.  Although  emphasis  had  been  laid  upon  the  impor- 
tance of  social  studies  and  investigation  of  certain  cases  by  the  State  Board, 
a  few  years  prior  to  the  transfer  of  the  "family  care"  work,  this  phase  of 
social  work  was  slow  in  developing.  An  outline  of  duties  for  the  social 
service  prepared  by  the  Chief  Executive  Officer  was  to  the  effect  that 
"the  social  worker  should  ascertain  home  conditions.  He  shall  before  a 
visit  or  discharge  of  a  patient  first  ascertain  the  environment  and  conditions 
under  which  the  patient  is  to  live  and  shall  satisfy  himself  that  they  are 
not  such  as  to  make  probable  a  return  of  the  patient's  illness."  In  a  few 
hospitals,  this  outline  acted  as  a  guide  for  social  work  with  certain  out- 
standing cases  in  which  unfavorable  social  factors  were  more  or  less 
apparent.  Although  the  social  values  of  such  a  procedure  were  more  or 
less  obvious  to  the  laymen,  the  social  study  of  patients'  cases  was  not  a 
leading  function  of  the  social  service  at  this  time  largely  due  to  the  fact 
such  an  activity  was  of  somewhat  doubtful  value  from  a  therapuetic  angle 
and  was  considered  to  be  more  theoretical  than  practical  by  some  hospital 
officials.  However,  the  general  attitude  was  one  of  optimism  and  willing- 
ness to  experiment  in  this  new  field  and  good  results  followed. 

The  beginning  of  a  new  era  was  noted  in  the  abolishment  of  the  Massa- 
chusetts State  Board  of  Insanity  by  an  act  of  the  Legislature  in  1916  when 
the  new  Massachusetts  Commission  on  Mental  Diseases  was  established 
with  Dr.  George  M.  Kline  as  Commissioner.  About  this  time  the  first 
report  on  social  service  was  submitted  and  stated  in  part  that  ' '  the  scope 
of  duties  is  constantly  widening "  —  "Social  service  fills  a  long  felt  humane, 
educational,  sociological  need  —  it  provides  a  reconciling  touch  which 
brings  the  hospital  into  handclasps  with  the  public  it  services.  This 
Department  is  worthy  of  all  development  and  supporting  appropriations 
which  it  requires."  Emphasis  was  placed  upon  the  need  of  additional  social 
workers. 

Dr.  Kline,  the  new  Commissioner,  was  a  firm  believer  in  the  actual  and 
potential  values  of  hospital  social  work  and  was  ever  an  enthusiastic  ad- 
vocate and  supporter  of  this  work  throughout  his  career.  Within  two  years 
of  his  appointment  as  Commissioner  a  central  social  service  office  was 
created  for  the  purpose  of  organizing  and  developing  social  service  in 
various  sections  of  the  Department,  particularly  in  institutions.  Social 
service  thus  became  a  definite  part  of  the  Department's  organization 
scheme.  Based  upon  the  results  of  experimentation  in  a  few  hospitals,  the 
Commissioner  believed  that  social  service  acted  as  a  "connecting  link" 
between  hospital  and  community,  that  such  a  link  was  very  essential  in 
the  endeavors  of  the  hospital  to  extend  itself  into  the  community.  The 
assembling  of  data  for  diagnostic  and  administrative  purposes  was  not 
only  desirable  but  essential  particularly  in  regard  to  discharge  of  patients 
from  the  hospital.  From  an  economic  viewpoint,  it  could  facilitate  early 
discharges  and  would  enable  the  hospital  to  release  many  patients  under 
supervision  who  otherwise  would  be  obliged  to  remain  in  the  institution. 
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While  it  may  be  noted  that  the  evaluation  of  social  service  centered  around 
economic  and  administrative  matters,  the  ultimate  values  were  for  the 
patients  themselves  although  the  social  welfare  of  hospital  patients  was 
not  given  as  the  real  goal  of  a  social  service  department  in  a  state  hospital. 

In  1919  a  survey  was  made  of  institution  social  service  activities  for  the 
purpose  of  evaluating  the  work  with  a  view  to  outlining  a  social  service 
program  that  might  lead  to  standardization  and  to  a  desirable  degree  of 
uniformity.  The  survey  revealed  the  fact  that  there  was  great  diversity 
of  functions  ranging  from  intensive  social  case  work  to  miscellaneous  duties 
that  were  not  social  in  purpose.  At  the  Boston  Psychopathic  Hospital, 
the  social  service  functions  included  clinic  management,  history  work, 
social  case  work,  follow-up  work  especially  with  patients  from  the  syphilis 
clinic  and  research  studies.  One  of  the  outstanding  features  of  this  De- 
partment was  that  of  student  training  conducted  on  a  fairly  generous  scale. 
(It  is  interesting  to  note  that  the  Smith  College  School  for  Social  Work 
was  an  outgrowth  of  this  activity.)  Inasmuch  as  the  Psychopathic 
Hospital  was  built  primarily  for  scientific  and  educational  purposes  the 
social  service  was  consciously  organized  with  a  view  to  fitting  into  the 
general  scheme  of  the  hospital;  hence  the  high  standards  of  the  social 
service  department. 

With  the  possible  exception  of  two  or  three  hospitals,  there  was  a  great 
variety  of  duties  of  the  social  service,  ranging  from  well  defined  social 
service  functions  to  various  types  of  service  that  may  have  been  helpful  in 
matters  pertaining  to  administration  but  not  necessarily  related  to  the 
field  of  social  work.  This  mixture  of  functions,  undefined  relationships 
and  various  degrees  of  skill  on  the  part  of  the  social  service  personnel 
combined  to  place  the  social  worker  in  "no  man's  land",  in  other  words 
she  had  no  definite  status  in  the  hospital  organization.  In  the  main, 
however,  the  general  trend  was  toward  social  work  in  one  form  or  another, 
as  history  taking,  supervision  service  and  investigation  were  common 
functions  in  many  of  the  state  hospitals  having  social  service  departments. 
The  staff  of  social  workers  was  small  and  inadequate;  therefore,  a  social 
service  program  was  prohibitive  in  many  instances.  Mixed  views  with 
corresponding  attitude  on  the  part  of  hospital  officials  toward  social 
work  with  other  factors,  previously  mentioned,  indicated  the  need  of 
interpretation  of  social  service  and  its  application  to  state  hospital  treat- 
ment of  mental  patients.  At  the  time  of  the  survey  each  hospital  appeared 
to  be  a  law  unto  itself,  the  spirit  of  team  work  was  missing  as  there  appeared 
to  be  no  real  vision  of  social  service  as  a  Department  activity. 

Because  of  the  openmindedness  of  many  hospital  superintendents  and 
the  strong  leadership  of  a  socially-minded  Commissioner,  a  team  work 
spirit  developed  that  appears  to  be  continuous.  The  findings  of  the  survey 
indicated  the  general  course  of  procedure  in  building  up  a  Department. 
In  order  to  establish  standards  to  determine  policies  and  to  promote  group 
thinking  and  planning  the  monthly  conference  method  was  established, 
regular  meetings  being  held  at  the  State  House.  Lectures  and  discussions 
centered  about  psychiatry,  general  social  work  and  related  subjects.  As 
the  Division  increased  in  size  the  large  group  was  divided  into  smaller 
sections  in  order  that  matters  of  local  interest  that  affected  the  upbuilding 
of  the  various  departments  might  be  discussed  in  detail.    In  this  way,  the 
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hospital  social  workers,  state  school  workers  and  social  workers  connected 
with  the  Divisions  of  Mental  Deficiency  and  Mental  Hygiene  are  able  to 
work  together  on  those  matters  that  enter  into  the  general  upbuilding  of 
their  respective  services. 

With  the  growth  of  the  Social  Service  Division  on  a  firmer  basis  there 
was  an  increasing  demand  for  trained  social  workers  on  the  part  of  hospital 
superintendents.  New  requirements  for  psychiatric  social  workers  were 
registered  with  the  State  Departments  of  Civil  Service  and  Administration 
with  a  view  to  establishing  professional  social  work  in  the  Department. 
The  rapid  growth  of  the  Department  of  Mental  Diseases,  noted  particularly 
in  the  creation  of  three  new  divisions  necessitated  a  large  number  of  social 
workers.  The  demand  for  trained  persons  greatly  exceeded  the  supply 
and  lead  to  the  belief  that  the  student  training  work  should  be  developed. 
For  several  years  a  few  hospitals  had  been  engaged  in  training  students 
from  Smith  College  and  Simmons  College  Schools  of  Social  Work.  Com- 
paratively few  graduate  social  workers  entered  State  service  because  of 
the  more  attractive  opportunities  in  the  rapidly  growing  field  of  Mental 
Hygiene.  After  careful  consideration,  it  was  decided  that  the  Department 
of  Mental  Diseases  would  establish  a  training  course  in  psychiatric  social 
work  and  a  committee  was  appointed  for  that  purpose.  The  course  is  of 
nine  months'  duration.  Students  are  assigned  to  hospital  centers  that  are 
equipped  for  student  training  where  maintenance  is  granted.  During  the 
training  period,  no  salaries  are  paid  to  students  in  training.  For  three 
years,  students  were  required  to  take  special  courses  at  the  Simmons  College 
School  of  Social  Work. 

The  emergency  situation  that  gave  rise  to  the  training  course  no  longer 
exists,  in  fact  the  reverse  is  true  at  the  present  time  as  there  are  many  more 
applicants  for  positions  than  there  are  positions.  In  no  sense  has  the  De- 
partment attempted  to  compete  with  schools  of  social  work.  The  training 
course  was  a  means  of  meeting  our  own  needs  in  regard  to  social  service 
personnel  that  for  some  time  were  not  met  in  the  regular  manner.  All 
applicants  for  the  student  training  course  are  advised  to  enter  recognized 
schools  of  social  work  either  at  the  time  of  aplpication  or  upon  completion 
of  the  Department  course. 

Two  decades  and  more  have  passed  since  social  service  first  became  active 
in  Massachusetts  state  hospitals.  Originally  established  for  the  purpose 
of  meeting  certain  administrative  and  economic  needs  and  for  the  extension 
of  out-patient  service,  it  has  created  for  itself  a  definite  place  in  state 
hospital  service.  Functions  are  more  clearly  defined  and  more  uniformly 
accepted.  These  include  social  case  work,  history  and  investigation  work, 
supervision,  out-patient  and  mental  hygiene  clinic  service  and  related  duties. 

The  vagueness  which  characterized  social  service  in  its  earlier  days  may 
have  been  due  in  part  to  the  social  workers  who  found  themselves  in  a  new, 
highly  specialized  field  that  was  almost  totally  unexplored  insofar  as  social 
work  was  concerned.  This  stage  of  uncertainty  was  inevitable  as  no  known 
precedent  had  been  established,  the  only  guide  or  sign  post  available  during 
the  infancy  of  the  social  service  movement  in  our  state  hospitals  was  that 
set  up  by  the  State  Board  of  Insanity. 
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In  proportion  as  hospital  officials  and  social  workers  adhere  to  the  general 
purpose  of  the  founders  of  this  movement,  the  vagueness  associated  with 
psychiatric  social  service  in  mental  hospitals  will  doubtless  disappear. 

As  the  times  in  which  we  are  living  call  for  serious  thought  on  matters 
pertaining  to  public  care  of  mental  patients  and  others,  continuing  emphasis 
may  well  be  placed  upon  the  advisability  and  desirability  of  more  extensive 
hospital  service  in  the  community.  Earlier  discharge  of  patients  under 
supervision,  an  extension  of  the  family  care  work  to  include  convalescent 
home  care  for  certain  patients  who  may  thus  gradually  adjust  to  com- 
munity conditions,  more  effective  and  enlarged  mental  hygiene  clinics, 
may  be  some  of  the  avenues  of  approach  to  advanced  State  care  of  certain 
groups  of  patients.  The  problems  attendant  upon  State  care  of  certain 
mentally  retarded  persons  are  very  largely  of  a  social  nature.  Community 
supervision  of  non-institution  types  of  the  mentally  deficient  by  an  enlarged 
social  service  staff  contains  possibilities  that  may  aid  in  the  extramural 
care  of  an  ever  increasing  number  of  persons  who  are  in  need  of  State  care, 
of  one  kind  or  another.  In  other  words,  home  care  of  certain  mental 
patients  by  the  hospital  through  the  social  service  medium  may  be  the 
next  stage  of  development  in  psychiatric  practice.  Such  was  the  con- 
viction of  the  late  Commissioner,  Dr.  George  M.  Kline. 

In  reviewing  the  records  of  the  State  Board  of  Insanity,  1902,  it  would 
appear  that  we  have  not  as  yet  progressed  much  beyond  their  viewpoint 
as  noted  in  the  following  statement :  —  ' '  Since  environment  is  so  evidently 
a  factor  in  producing  mental  disease  and  mental  disease  is  so  evidently  a 
factor  in  producing  social  disorder,  it  would  seem  of  great  importance  that 
the  relation  between  mental  abnormality  and  social  conduct  should  be 
scientifically  studied  and  determined  effort  made  to  secure  the  case 
material  for  such  study." 

What  of  the  future  for  social  service  in  our  State  Department..  One 
hesitates  to  predict  a  future  —  general  trends  alone  must  be  present  guides. 
There  is  no  apparent  reason  to  believe  that  future  activities  of  the  social 
service  will  differ  fundamentally  from  present  functions  insofar  as  these 
relate  to  the  ultimate  social  welfare  of  mental  patients  and  to  preventive 
work  in  the  community. 

Perhaps  the  future  of  our  Social  Service  Division  may  be  largely  in  the 
hands  of  two  groups  —  psychiatrists  and  psychiatric  social  workers.  Much 
indeed  depends  upon  the  degree  of  social  insight  and  social  responsibility 
that  psychiatrists  maintain  in  the  treatment  or  care  of  hospital  or  clinic 
patients.  A  great  deal  probably  depends  upon  the  skill  and  personality 
of  the  social  worker  who  must  be  largely  responsible  for  much  of  the  com- 
munity work.  Team  work  with  social  and  educational  agencies,  skilled 
case  work  with  patients,  educational  work  in  various  fields  are  among  her 
main  lines  of  approach  to  a  more  highly  developed  psychiatric  social 
service.  The  extent  to  which  a  trained  social  service  personnel  is  required 
will  determine  largely  the  future  of  our  social  service.  What  the  highly 
trained  psychiatrist  is  to  the  hospital  staff,  the  trained  psychiatric  social 
worker  is  to  the  community  service.  Such  a  person  is  as  vital  to  the  social 
welfare  of  the  patient  as  the  psychiatrist  is  to  his  mental  health. 

Too  much  emphasis  cannot  be  laid  upon  the  importance  of  the  social 
worker  keeping  her  vision  clear  as  to  her  special  skills,  relationships  and 
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goals.  She  is  not  a  therapist  in  the  general  sense  of  the  term  but  an  under- 
standing, sympathetic  person  who  is  able  to  place  existing  resources  at 
the  disposal  of  her  clients  and  to  aid  them  in  making  their  own  social  ad- 
justments upon  levels  of  their  own  choosing  insofar  as  these  are  conducive 
to  useful  and  happy  living. 

Some  of  the  big  objectives  of  social  work  need  to  be  reviewed  frequently, 
particularly  those  that  are  applicable  to  psychiatric  social  work.  According 
to  John  A.  Lapp,  Ph.D.,  some  of  these  are:  "  Prevention  of  all  of  the  human 
distress  that  can  be  prevented."  "Rehabilitation  of  those  who  can  be 
restored  to  working  capacity  and  self-support. "  "  Care  of  those  temporarily 
needing  care  while  being  restored  to  a  normal  state  and  permanent  care  of 
those  whose  disabilities  could  not  be  prevented  and  who  cannot  be  restored 
to  working  capacity."  "As  much  of  the  wreckage  of  human  society  as 
possible  should  be  salvaged,  humane  care  to  be  given  to  all  those  who  can- 
not be  salvaged." 

Closer  adherence  to  the  original  purpose  of  State  hospital  social  service 
as  indicated  several  years  ago  by  the  State  Board  of  Insanity  together  with 
a  clearer  understanding  of  social  work  on  the  part  of  Department  officials 
and  social  workers  cannot  but  result  in  the  development  of  a  service  that 
must  be  mutually  beneficial  to  patients,  community  and  institutions 
engaged  in  the  care  and  treatment  of  mental  patients. 

Functions  of  the  Social  Service  Division 
Massachusetts  Department  of  Mental  Diseases 
Central  Social  Service  Office 
General  direction  and  supervision  of  Social  Service  activities  in  institu- 
tions connected  with  the  Department. 

Consultant  service  for  public  and  private  agencies  and  others  relative 
to  special  cases  in  which  social  problems  center  about  mental  disorder  or 
defect. 

Assistant  to  Department  social  workers  in  matters  pertaining  to  per- 
sonnel, policies,  standards,  community  relationships  and  matters  relative 
to  general  or  special  functions  or  activities  of  the  various  Social  Service 
Departments  in  institutions  or  divisions. 

Direction  of  monthly  conference  work  and  group  meetings  looking 
toward  the  development  of  the  Social  Service  Division. 

Direction  of  student  training  course  in  psychiatric  social  work  connected 
with  the  Department. 

Supervision  of  social  workers  connected  with  the  Division  of  Mental 
Deficiency. 

Social  Service  office  is  also  used  as  a  registration  bureau  for  boarding, 
wage  and  recreation  homes  for  Department  social  workers. 

State  Hospitals 
Social  case  work  in  selected  cases. 
Supervision  of  out-patients  and  family  care  patients. 
History  taking  —  Investigation  of  various  kinds. 
Out-patient  and  mental  hygiene  clinic  service. 
Student  training. 
Related  duties. 

Educational  work  —  lectures,  publications,  etc. 
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s  State  Schools 

Placement  and  supervision  of  selected  patients  in  the  community. 
Clinic  service  —  Investigation,  cooperation  with  local  social  agencies  in 
supervision  work 

Research  or  special  studies. 
Related  duties. 

Division  of  Mental  Deficiency 

Social  Supervision  in  the  community  of  non-institution  mentally  de- 
ficient persons.  Referred  cases. 

Placement  of  the  mentally  retarded  in  suitable  industries,  wage  or 
boarding  homes. 

Social  case  work. 

Cooperative  work  with  local  agencies  in  supervision  and  placement 
service. 

Division  of  Mental  Hygiene 
Children's  Habit  Clinics 
History  taking,  clinic  management,  team  work  with 


Social  case  work 
agencies. 
Follow-up 


service. 

Educational  work  including  lectures  and  publications. 
Related  duties. 


Social  Service  Personnel 
Massachusetts  Department  of  Mental  Diseases 
Social  Service  personnel  in  sixteen  institutions  and  two  divisions  of  the 
Department  of  Mental  Diseases. 


Boston  Psychopathic  Hospital 


Boston  State  Hospital 


Danvers  State  Hospital 


Foxborough  State  Hospital 


Gardner  State  Colony 


Grafton  State  Hospital 


Esther  C.  Cook 
Alice  H.  Paine 
Doris  L.  Day 
M.  Carmen  Burr 
Cynthia  Darling 

Florence  E.  Armstrong 
Evelyn  Raynes 
Martha  Wolk 
Marion  E.  Andrews 
Esther  Colman 

Mary  H.  Holland 
Pearl  E.  Darling 
Edith  M.  Mason 
Sara  Karp 

Elizabeth  L.  Moseley 
Rebecca  Russakoff 

Elizabeth  J.  Friberg 
Mary  Hartshorn 

Grace  D.  Raynes 
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Medfield  State  Hospital  . 
Metropolitan  State  Hospital 
Monson  State  Hospital 

Northampton  State  Hospital 

Taunton  State  Hospital  . 

Westborough  State  Hospital 
Worcester  State  Hospital  . 


Belchertown  State  School 


.  Nina  Eldridge 

.  Mary  W.  Killam 

.  Lula  P.  Hayes 
Teresa  Cotter 

.  Rhoda  L.  Smith 
Marguerite  Mower 

.  Emma  Shaw  Lowe 
Margaret  Chapin 
Annie  Heal 

.  Eda  W.  Anderson 
Dorothy  Smith 

.  Barbara  Estes 
Jennie  A.  Harrington 
Olive  E.  Dorm  an 
Anne  Hecht 

State  Schools 

.  Alice  E.  Twing 
Dorothy  Peeso 
Gladys  A.  Meyer 


Walter  E.  Fernald  State  School 


Wrentham  State  School 


Division  of  Mental  Deficiency 


Division  of  Mental  Hygiene 


Department  of  Mental  Diseases 
Supervisor  of  Social  Service  . 


.  Ruth  A.  Gegenheimer 
Grace  I.  Finn-Brown 
Doris  H.  Brown 

.  Hawley  P.  Foster 
Lillian  Smith 

Divisions 
.  Madeline  B.  Dyar 
Hope  Fagan 

.  Ethel  Hoskins 
Clarence  E.  Gait 
Ella  B.  Hillis 
Florence  H.  Johnson 
Carlotta  Weith 
May  Nancy  Newell 

.  Hannah  Curtis 
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THE  APPLICATION  OF  SOCIAL  SERVICE  IN  THE 
STATE  HOSPITAL 
By  Clarence  A.  Bonner,  M.D. 
Superintendent,  Danvers  State  Hospital 

Social  Service  work  apparently  began  as  an  organized  neighborliness,  a 
method  of  mutual  community  assistance.  Later  as  this  procedure  grew, 
it  fell  to  the  part  of  a  certain  few  who  were  in  a  position  to  administer  to 
the  less  fortunate.  Always,  however,  the  motivation  seems  to  have  been 
one  of  kindliness  with  a  philanthropic  trend. 

With  the  passage  of  time  and  the  greater  complexities  of  life,  it  became 
necessary  for  the  worker  to  have  a  real  training  so  that  there  might  be  an 
intelligent  understanding  of  the  problems  of  human  beings  themselves. 
Thus,  gradually,  we  find  carefully  selected  persons  entering  the  social 
service  field.  This  work  has  been  defined  as  a  work  intended  to  help  adjust 
human  relationships.  Since  psychiatry  represents  the  study  and  treatment 
of  this  particular  problem  it  seems  quite  natural  that  the  worker  has  found 
a  fruitful  field  in  this  specialty. 

In  the  year  1913  through  the  efforts  of  Dr.  Southard  and  Miss  Jarrett, 
Social  Service  entered  our  State  Hospital  system,  workers  being  installed 
at  the  Boston  Psychopathic  Hospital  and  later  at  the  Worcester  State 
Hospital  and  the  Danvers  State  Hospital.  The  writer  has  a  recollection 
of  this  newly  tried  procedure,  so  new,  so  uncertain  that  its  installation  was 
almost  viewed  with  suspicion  as  to  ultimate  value. 

However,  Social  Service  has  made  itself  a  highly  important  part  of  the 
treatment  in  the  State  Hospitals.  The  worker  finds  her  services  in  great 
demand,  both  within  the  institution  and  on  the  outside. 

To  the  casual  observer,  taking  histories  is  the  major  function  of  the 
hospital  social  worker.  The  great  importance  of  this  function,  even  though 
it  is  not  the  sole  function  of  the  social  worker,  is  seldom  realized.  To  be 
sure,  it  is  essential  that  the  physicians  have  the  pre-hospital  histories  of 
the  patients  in  order  to  make  their  diagnoses,  but  it  is  the  duty  of  the  social 
worker  to  get  the  real  and  entire  history.  Real  judgment  is  required  in 
this.  She  has  to  make  careful  investigations,  and,  often,  by  the  balancing 
of  facts,  decide  whether  she  is  getting  only  one  side  of  the  picture,  or  is 
obtaining  all  the  information.  In  many  instances  the  truth  decides  the 
patient's  sanity  or  insanity,  or  it  may  decide  between  commitment  to  a 
penal  institution  or  to  a  hospital.  The  social  worker  must  be  tactful  in 
approaching  her  informants.  She  must  be  resourceful,  for  she  will  meet 
reticence  or  frank  refusal  from  her  informants.  So  far  as  the  physician 
is  concerned,  the  social  worker  must  be  a  reliable  investigator,  but  in  this 
procedure  the  social  worker  has  another  valuable  function.  She  is  the 
first  person  to  represent  the  hospital  to  the  patient's  family  and  relatives. 
Her  personality,  and  her  method  of  making  inquiries,  leave  a  very  definite 
impression  with  the  family.  Through  her,  they  will  gain  confidence  in  the 
hospital,  and  be  assured  that  the  patient  is  receiving  good  care  and  bene- 
ficial treatment. 

The  social  worker  forms  a  link  between  the  patient  and  his  family  after 
their  separation.  She  does  this  in  several  ways.  She  may  locate  friends 
and  relatives  for  the  patient,  and  by  notifying  them  of  his  location,  gain 
visitors  for  him.    She  may  do  personal  services  for  the  patient  which  are 
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impossible  for  his  family  to  do  either  because  of  their  distance,  or  their 
lack  of  interest  or  understanding.  She  will  have  the  opportunity  of  assist- 
ing the  patient  in  his  adjustment  to  the  hospital,  and  she  will  also  be  able 
to  adjust  the  family  to  the  hospital.  To  the  family  she  can  explain  hospital 
rules,  routine,  and  various  treatments.  She  can  tell  them  the  patient's 
hospital  needs  as  to  clothing,  money,  food,  or  reading  material.  To  many 
families  the  commitment  of  a  dear  one  is  a  tragedy  they  are  ill-prepared 
to  understand.  Possibly  the  greatest  service  the  social  worker  can  perform 
is  to  give  the  family  an  understanding  of  the  patient's  illness  in  such  a 
way  that  they  will  no  longer  blame  themselves  or  the  patient  for  his 
condition,  nor  yet  feel  the  commitment  as  a  disgrace.  Presenting  these 
facts  to  families  thusly,  not  only  comforts  them  as  nothing  else  can  do, 
but  also  prepares  the  way  for  the  return  of  the  patient  when  he  leaves  the 
hospital,  and  hence  makes  his  course  of  readjustment,  which  is  at  best  a 
difficult  one,  a  little  smoother.  Some  families  do  not  understand  why  their 
loved  ones  require  institutional  care,  and  explaining  this  need  is  the 
responsibility  of  the  social  worker. 

When  it  is  time  for  the  patient  to  leave  the  hospital,  again  it  is  the  social 
worker  who  assists  both  the  patient  and  his  family.  She  determines  whether 
the  supervision  he  is  to  receive  is  adequate  and  she  explains  to  the  family 
the  need  for  their  supervision.  If  the  home  supervision  is  not  adequate, 
it  is  she  who  finds  a  placement  home  where  he  may  go.  She  explains  to 
the  patient  and  to  those  receiving  him,  the  need  for  reporting  to  the 
hospital's  after-care  clinics  until  his  discharge,  and  the  process  of  return 
to  the  hospital  should  that  be  necessary.  Through  her  home  visits  to  the 
patient  she  may  find  means  of  better  adjusting  him.  Often  through  her 
study  of  resources  she  can  make  his  adjustment  more  successful  socially  or 
economically. 

When  the  social  worker  receives  the  patient  at  the  after-care  clinic  she 
has  thorough  knowledge  of  his  history  and  case  record.  Thus,  she  not 
only  quickly  is  in  position  to  help  the  patient,  but  also  can  impart  infor- 
mation to  the  doctor,  so  necessary  in  advice  and  treatment.  She  inquires 
concerning  the  general  supervision  and  discovers  any  social  problems 
which  may  be  interfering  with  the  patient's  adjustment  to  the  community. 

The  hospital  social  worker  has,  besides  her  duties  within  and  without 
the  hospital  in  reference  to  the  hospital  patients,  her  duties  at  the  child 
guidance  clinics,  and  at  the  adult  mental  hygiene  clinics.  Here  again  it 
is  important  that  the  histories  give  the  physician  a  true  picture  of  the 
background  of  the  patient.  And  here,  also,  the  contact  with  the  family  is 
important,  perhaps  even  more  so  than  with  the  hospital  patient  since  the 
patient  attending  these  clinics  is  to  be  treated  at  home,  and  the  contact 
the  social  worker  makes  must  be  of  such  nature  as  to  gain  the  complete 
cooperation  of  the  family  in  the  program  the  physician  will  outline.  In 
child  guidance  cases  the  social  worker  has  an  opportunity  to  observe  the 
real  attitude  of  the  mother  toward  her  child,  an  attitude  which  the  worker 
sees  objectively  and  which  may  give  the  clue  to  the  behavior  pattern  of  the 
child,  but  which  the  mother  might  picture  differently  when  she  presents  it 
herself  to  the  physician.  Then  it  is  the  social  worker  who  has  already 
gained  the  confidence  of  the  family  who  receives  them  at  the  clinic,  and 
presents  them  to  the  physician. 
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When  the  program  has  been  outlined  by  the  physician,  it  is  the  social 
worker  who  supervises  its  being  carried  out.  She  makes  future  appoint- 
ments with  the  family,  makes  visits  to  see  how  the  program  is  functioning, 
and  through  her  reports  to  the  physician  thus  aids  both  the  patient  and 
the  physician.  Especially  in  child  guidance  cases,  the  social  worker  carries 
with  the  physicians  the  burden  of  treating  the  family  as  well  as  the  patient 
without  the  family's  realization.  The  social  worker  has,  through  her 
contacts  with  other  social  service  agencies,  the  opportunity  of  assisting 
in  the  disposition  of  special  cases.  It  may  be  necessary  to  locate  a  foster- 
home  or  to  secure  admission  to  an  institution  for  the  feebleminded,  or  to 
arrange  admission  for  observation  in  a  mental  hospital.  She  may  assist 
in  securing  placement  for  older  persons  in  the  family.  She  may  arrange 
for  admission  to  a  special  school  or  she  may  refer  the  family  for  economic 
assistance. 

Following  are  a  few  illustrative  cases  to  show  points  in  Social  Service 
investigation  and  diagnosis,  and  the  value  of  information  gathered  to  the 
patient,  to  the  family,  and  to  the  hospital: 

Case  No.  r:  Patient  was  admitted  on  Temporary  Care  papers  by  transfer 
from  a  hospital  of  another  State. 

He  was  a  man  of  67,  in  recent  years  a  ship  broker  and  contractor  of 
considerable  success.  He  was  reported  as  being  very  irritable  and  quarrel- 
some, mildly  alcoholic,  highly  erratic,  and  of  a  roving  dispostion.  Years 
had  passed  during  which  his  family  had  had  no  knowledge  of  his  where- 
abouts, and  he  was  believed  to  have  lost  considerable  money  by  gambling. 

For  the  past  year  patient  had  been  trying  to  force  his  brother  and  sister 
to  pay  him  money,  which  he  claimed  they  owed  him,  but  which  they  denied 
having  borrowed  from  him.  About  a  year  ago  he  had  written  a  threatening 
letter  to  his  sister  and,  being  frightened,  she  had  had  patient  sent  to  a 
State  Hospital  for  observation,  but  he  had  been  discharged  as  not  insane, 
More  recently  he  had  visited  his  brother  in  another  State,  after  writing 
him  a  threatening  letter.  The  brother  found  patient  in  his  car  in  the  garage, 
half  asleep,  with  a  revolver  in  his  lap.  The  brother  notified  the  police 
and  the  patient  was  sent  to  a  State  Hospital,  where  he  was  diagnosed  as 
Paranoid  Condition.   From  there  he  was  transferred  to  this  Hospital. 

When  examined  here  he  was  very  bitter  in  his  denunciation  of  his  brother 
and  sister  for  refusing  to  pay  his  claims  and  for  having  him  placed  in  State 
Hospitals,  but  he  calmly  denied  ever  having  had  the  least  intention  of 
doing  them  any  physical  harm.  He  acknowledged  having  used  violent 
language,  but  only  to  frighten  them  into  making  payment. 

No  clear  evidence  of  a  psychosis  was  brought  out  by  our  examination, 
unless  it  could  be  shown  that  patient  was  deluded  concerning  the  money 
which  he  claimed  was  due  him.  Further  information  was  urgently  needed, 
especially  about  the  financial  affairs  of  the  family. 

The  social  service  investigation  on  this  case  includes  material  from  seven- 
teen persons,  most  of  them  from  the  very  large  family. 

It  was  found  that  there  was  wide  difference  of  opinion  within  the  family 
circle,  but  it  was  generally  acknowledged  that  patient  had  been  open- 
handed  with  his  money  whenever  he  had  had  anything  to  share  with  the 
others,  lending  freely  to  any  member  of  the  family  who  needed  aid  and 
never  taking  the  trouble  to  ask  for  a  note  for  these  loans. 
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Other  members  of  the  family  were  indignant  when  the  sister  had  patient 
placed  in  a  State  Hospital.  The  brother,  who  later  had  him  committed, 
had  sent  her  a  letter  reproving  her  for  "persecuting"  him. 

Thus  it  appeared  that  the  members  of  the  family,  who  had  not  been 
threatened,  were  inclined  to  take  patient's  threats  very  lightly  while  the 
brother  and  sister,  who  had  been  directly  threatened,  were  strongly  dis- 
posed, not  unnaturally,  to  take  the  threats  more  seriously. 

Those  of  the  younger  generation  were  in  a  position  to  take  an  objective 
view.  One  of  the  patient's  nephews  informed  us  that  there  was  no  cohesion 
in  the  family,  and  that  threats  of  physical  violence  were  not  uncommon 
among  his  uncles.  He  stated  that  they  were  all  quick-tempered  and 
stubborn.  He  reported  prolonged  family  quarrels  during  which  certain 
members  of  the  family  were  not  on  speaking  terms  with  certain  others. 
This  nephew  considered  it  highly  improbable  that  patient  would  ever 
actually  resort  to  physical  violence,  however  much  he  might  talk  about  it. 

As  a  result  of  the  investigation,  patient  was  found  not  insane.  It  is 
significant  that  this  agrees  with  the  decision  of  the  other  State  Hospital, 
which  had  conducted  a  social  service  investigation.  The  hospital,  which 
made  the  diagnosis  of  Paranoid  Condition,  did  not  have  access  to  the 
sources  from  which  most  of  our  material  was  obtained.  Had  we  received 
all  our  data  from  the  brother,  who  had  been  threatened  with  a  revolver, 
we  also  might  reasonably  have  regarded  our  patient  as  a  dangerous  man. 
However,  it  is  nearly  five  years  since  patient  received  his  discharge  from 
this  hospital  and  he  has  not  been  readmitted. 

Case  No.  2:  This  patient  of  17  years  was  eventually  committed  under 
the  diagnosis  of  Psychosis  with  Psychopathic  Personality. 

He  had  fired  a  gun  through  the  top  of  a  tent  in  which  several  boys  were 
playing.  The  boys  escaped  injury  but  their  parents  were  naturally  afraid 
to  have  the  patient  in  the  community.  In  order  to  forestall  his  arrest, 
patient's  relatives  brought  him  to  the  hospital.  The  mother's  willingness 
to  have  her  boy  in  a  State  Hospital  in  order  to  keep  him  out  of  the  reforma- 
tory did  not,  of  itself,  offer  sufficient  ground  for  his  commitment,  so  the 
case  was  referred  to  the  social  service.  The  investigation  consisted  of 
interviews  with  fifteen  persons,  including  physicians,  police  officers  and 
teachers  as  well  as  the  various  members  of  the  family. 

It  was  found  that  the  boy  had  always  been  considered  peculiar  and  that 
he  was  not  accepted  as  an  equal  by  the  other  boys.  He  was  subject  to 
temper  tantrums,  and  on  several  occasions  the  family  physician  had  been 
called  to  quiet  him.  The  fact  that  he  had  been  spoiled  from  childhood 
offered  some  explanation  of  his  behavior.  He  had  two  homes,  one  his 
mother's,  the  other  that  of  a  very  indulgent  aunt.  When  denied  anything 
he  habitually  reacted  by  running  to  the  other  home.  Xo  one  had  any  real 
authority  over  him,  but  his  aunt  claimed  some  personal  influence.  It  was 
found,  however,  that  he  responded  to  her  only  as  a  means  of  gaining  some 
immediate  end.  Recently  he  had  threatened  to  shoot  her  because  she  had 
refused  to  read  a  story  to  him,  and  she  was  beginning  to  fear  him. 

He  was  reported  as  being  cruel  to  small  children.  Once  he  had  bound  a 
little  girl  so  that  he  could  amuse  himself  by  sticking  pins  into  her.  All 
the  children  of  the  neighborhood  feared  him. 
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Of  late  he  had  developed  an  inordinate  interest  in  crime  and  criminals, 
in  firearms  and  in  fires.  In  view  of  the  fact  that  he  was  utterly  irresponsible 
and  not  amenable  to  training,  it  seemed  to  the  staff  that  he  was  becoming 
an  increasingly  dangerous  person  in  the  community;  and  it  seemed,  also, 
that  he  showed  enough  abnormal  traits  to  justify  placing  him  in  a  State 
Hospital  rather  than  in  a  penal  institution. 

Case  No.  j:  This  patient  is  a  woman  of  50,  who  was  admitted  on  35-day 
papers. 

During  the  first  week  of  observation  patient  was  so  unstable  and  agitated 
that  she  seemed  obviously  to  be  a  case  for  prolonged  hospital  care.  She 
was  over-talkative  and  incoherent,  fearful,  and  very  suspicious  concerning 
her  husband's  motives  in  bringing  her  to  the  hospital. 

The  social  service  investigation  included  over  twenty  interviews  with 
members  of  the  family  —  husband,  children  and  siblings. 

The  husband  stated  that  his  wife  had  been  definitely  insane  for  several 
years  and  that  he  had  noticed  mental  symptoms  as  much  as  twelve  years 
ago.  He  represented  himself  as  having  been  a  most  patient  and  long- 
suffering  husband.  Patient's  son  and  daughter  supported  every  statement 
made  by  their  father.  There  was  abundant  evidence  that  patient  was  a 
very  difficult  person  to  live  with.  On  the  basis  of  our  own  observation  of 
patient's  condition,  we  had  much  sympathy  with  the  husband  and  children. 

The  other  side  of  the  story  was  presented  by  patient's  brother  and 
sisters.  They  stated  that  the  husband  had  been  cruel  and  abusive  and 
that  he  had  frightened  his  wife  by  threatening  to  place  her  in  the  hospital 
for  the  rest  of  her  life,  and  that  he  had  deliberately  set  the  children  against 
their  mother. 

It  was  learned,  also,  that  patient's  mother  had  recently  died,  leaving 
patient  a  legacy  of  about  one  thousand  dollars.  The  husband,  assuming 
that  his  wife  could  certainly  be  found  insane  and  committed  to  the  hospital, 
had  already  applied  to  the  court  for  appointment  as  her  guardian.  Accord- 
ing to  the  husband's  own  statement,  patient's  condition  was  not  appreciably 
worse  than  it  had  been  for  several  years.  The  siblings  believed  that  the 
husband  had  had  reasons  of  his  own  for  not  wishing  to  have  his  wife  de- 
clared insane  while  her  mother  was  living,  in  which  event  the  mother  would 
naturally  have  left  patient's  share  of  the  estate  to  the  siblings  in  trust  for 
their  sister.  The  husband's  only  chance  of  gaining  control  over  this  money 
lay  in  having  himself  appointed  guardian  to  his  wife  shortly  after  the 
death  of  her  mother,  and  this  is  exactly  what  he  was  attempting  to  accom- 
plish. 

Patient  was  greatly  reassured  by  the  knowledge  that  her  case  was  being 
thoroughly  investigated.  She  was  informed  that  she  was  not  committed 
to  the  hospital  and  that  her  husband  would  be  powerless  to  have  her 
committed  unless  she,  herself,  showed  mental  symptoms.  Having  accepted 
this  assurance,  she  became  noticeably  responsive  to  hospital  treatment  and 
acquired  excellent  self-command.  Once  when  her  husband  visited  her  he 
found  her  so  calm  and  quiet  that  she  seemed  to  him  quite  unlike  herself, 
It  was  noted,  however,  that  following  his  visit  she  again  became  almost  as 
agitated  and  tearful  as  she  had  been  on  admission.  After  this  the  husband 
was  not  permitted  to  see  her  without  a  witness,  and  no  further  instability 
was  observed. 
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At  the  close  of  the  observation  period  patient  was  discharged  in  the  care 
of  her  sister.  Although  it  was  acknowledged  that  she  had  at  times  mani- 
fested symptoms  that  might  have  justified  her  commitment,  it  was  clear 
that  any  change  in  her  legal  status  at  this  time  would  give  the  husband 
an  unfair  advantage  over  those  who  wished  to  protect  patient's  interests. 
The  decision  of  the  staff  that  she  was  not  committable  is  sustained  both 
by  her  winning  a  court  verdict  of  separate  maintenance  from  her  husband 
and,  also,  by  the  fact  that  during  a  period  of  four  years  she  has  not  been 
returned  to  the  hospital.  In  this  instance  the  psychotherapeutic  effect 
of  the  investigation  was  a  real  factor  in  the  patient's  being  found  a  suitable 
subject  for  discharge. 

Case  No.  4:  Patient  was  a  young  man  of  25,  brought  to  the  hospital  on 
temporary  care  papers  after  having  attempted  suicide  in  Alabama. 

Patient  stated  that  his  step-father,  whom  his  mother  had  divorced  five 
years  before,  was  following  him  about  seeking  an  opportunity  to  kill  him. 
Patient's  mother  supported  this  statement  in  every  essential  detail  and, 
therefore,  the  rather  fantastic  story  he  told  of  four  separate  assaults  could 
not  be  thrown  aside  without  a  thorough  investigation. 

In  the  social  service  investigation  information  was  obtained  from  eleven 
persons.  It  was  found  that  patient's  step-father  had  not  been  seen  in 
these  parts  since  the  divorce,  also,  that  he  had  been  highly  respected  in 
the  community.  Both  mother  and  son  were  believed  to  be  insane.  All 
informants  outside  of  the  family  were  confident  that  they  were  deluded 
concerning  the  reappearance  of  the  step-father.  It  was  reasonably  certain 
that  the  mother  believed  her  son's  statements,  but  by  no  means  certain 
without  thorough  investigation  that  patient  himself  was  actually  deluded. 
The  actual  assaults  which  the  patient  reported  were  not  witnessed.  Abun- 
dant proof  was  found  of  his  being  a  liar,  possibly  a  pathological  liar. 

After  the  patient  had  remained  in  the  hospital  about  a  year  he  was 
permitted  to  leave,  and  six  months  later  he  committed  suicide. 

Case  No.  5:  We  are  indebted  to  Mrs.  Grace  Dorman  Raynes  lor  the 
following  case,  which  illustrates  the  value  of  service  to  a  patient  who  was 
apparently  in  very  poor  mental  condition,  but  who  later  showed  definitely 
appreciation  for  the  kindness  rendered  to  him.  This  article  appeared  in  a 
recent  magazine  under  the  title  "The  Ones  Who  Have  to  Stay." 

"Fred  A  (age  62,  diagnosis  cerebro-spinal  syphilis)  was  transfered  to 
Grafton,  October  23,  1931.  The  abstract  stated  "no  correspondents." 
My  casual  inquiry  of  Fred  himself  elicited  no  information  about  relatives, 
but  did  bring  forth  a  request  for  some  musical  instrument  (he'd  been  a 
clarinet  player)  and  revealed  a  keen  taste  for  gumdrops.  Our  funds  didn't 
admit  of  money  for  gumdrops,  but  Fred  enjoyed  much  a  harmonica  bought 
from  the  Christmas  fund.  One  day  he  asked  for  a  pencil  and  paper  and 
scribbled  some  almost  illegible  words  on  it:  his  right  name  wasn't  A  at 
all,  but  B,  and  he  had  a  brother,  Robert  B.  It  looked  like  a  wild  clue, 
but  through  it  Fred's  brother  actually  was  found.  He  hadn't  seen  Fred 
for  twenty-five  years.  He  was  much  younger  than  Fred  and  more  than 
happy  to  assuage  his  own  guilty-feelings  with  visits  and  gumdrops.  And 
so,  after  twenty-five  years,  Fred  was  relieved  of  his  self-made  isolation 
and  seemed  content." 
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We  have  reviewed  the  many  services  of  the  psychiatric  social  worker  in 
the  State  Hospital.  She  is  of  invaluable  assistance  to  the  psychiatrists 
through  providing  them  with  the  facts  which  enable  them  to  decide 
whether  doubtful  cases  should  be  committed  or  should  be  returned  to  the 
community,  or  whether  they  belong  in  some  other  type  of  institution. 
The  social  worker  is  in  closest  contact  with  the  patient's  relatives.  She 
explains  to  them  what  the  hospital  can  do  for  the  patient,  and  she  gives 
them  an  understanding  of  the  patient's  condition,  thus  assuring  and  com- 
forting them.  It  is  the  social  worker  who  meets  the  delicate  complexity 
of  a  family  on  the  point  of  being  broken  up  by  the  inter-position  of  mental 
illness  and  lends  her  valuable  assistance.  It  is  the  social  worker  who 
renders  personal  service  to  the  patient,  making  his  adjustment  to  the 
hospital  easier,  and  later  when  he  returns  to  the  community,  assisting  him 
in  his  complex  social  and  economic  rehabilitation.  We  have  thus  seen 
how  important  the  social  worker  is  in  the  institution.  She  unites  in  her 
work  all  the  efforts  for  treatment  and  readjustment  whether  she  is  working 
inside  or  outside  the  hospital,  and  whether  in  reference  to  the  hospital  or 
the  clinic  patient. 
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RECENT  DEVELOPMENTS  IN  STATE  HOSPITAL  SOCIAL 
SERVICE  IN  NEW  YORK 
By  Miss  Hester  B.  Crutcher 
Supervisor  of  Social  Work,  Department  of  Mental  Hygiene,  Albany,  New  York 

To  understand  recent  developments  in  social  work  in  New  York  State 
Hospitals,  it  is  necessary  to  know  something  of  its  historical  background. 
In  a  measure,  the  advent  of  the  social  worker  reflects  the  gradually  changing 
attitude  toward  mental  illness ;  recognition  of  the  fact  that  mental  patients 
improve  and  recover  and  that  these  individuals  need  help  in  re-establishing 
themselves  in  the  community. 

Social  workers  first  became  a  part  of  the  New  York  State  Hospital 
system  as  the  result  of  a  demonstration  made  by  the  State  Charities  Aid 
Association.  In  1906  this  organization  assigned  one  of  their  after-care 
agents  as  a  ''social  aid"  to  the  paroled  and  discharged  patients  of  Man- 
hattan and  Central  Islip  State  Hospital.  In  1911  this  social  worker  was 
directly  employed  by  Central  Islip  State  Hospital  to  continue  the  after- 
care work,  the  value  of  which  she  had  demonstrated  for  five  years.  In 
1913  the  legislature  passed  a  law  allowing  each  hospital  to  establish  an 
out-patient  clinic  service  for  paroled  and  discharged  patients.  A  social 
service  worker  was  to  be  a  recognized  part  of  this  service. 

It  was  soon  realized  that  the  social  worker  could  do  much  more  than 
assist  at  out-patient  clinics  and  find  employment  for  the  patient.  Accord- 
ingly, the  physicians  in  the  larger  hospitals  began  to  demand  more  social 
service  follow-up  of  the  patient  so  that  he  might  have  more  understanding 
help  both  from  his  family  and  the  community.  As  a  result  in  1920  budget 
arrangements  were  made  so  that  hospitals  serving  greater  New  York  might 
employ  one  social  worker  for  each  one  hundred  patients  on  parole,  while 
those  hospitals  away  from  the  Metropolitan  area  were  allowed  one  social 
worker  for  each  seventy-five  on  parole  because  of  the  greater  distances 
to  be  covered.  There  has  been  a  steady  increase  in  the  number  of  social 
workers  since  then  and  there  have  been  decided  changes  in  the  type 
of  work  done. 

In  considering  the  development  of  social  work  in  the  state  hospitals  in 
New  York,  one  must  realize  that  the  Department  of  Mental  Hygiene 
comprises  the  state  hospitals,  state  schools  for  defectives,  and  Craig  Colony 
for  epileptics.  Thus,  in  spite  of  the  fact  that  the  seventeen  state  hospitals 
serve  various  types  of  districts  from  the  sparsely  populated  rural  areas  to 
the  densely  populated  districts  of  New  York  City,  a  certain  similarity  of 
method  and  procedure  can  be  maintained  through  the  supervision  of  the 
central  office.  To  facilitate  the  supervision  in  the  field  of  social  work,  a 
director  of  social  work  was  appointed  in  January  1931  to  correlate  and 
develop  some  aspects  of  social  service  in  the  state  hospitals  and  state 
schools. 

In  looking  back  over  state  hospital  social  service  development,  one  finds 
great  variation  in  the  duties  of  the  social  worker.  In  one  hospital  almost 
the  entire  time  of  the  social  worker  was  given  to  the  taking  of  histories  and 
attending  parole  clinics,  while  in  another  hospital  her  duties  were  entirely 
confined  to  following  up  parole  patients.  In  other  hospitals  her  work 
consisted  of  a  number  of  non-related  tasks  in  behalf  of  the  patient.  While 
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all  of  these  were  useful  and  helpful  functions,  it  was  felt  that  a  more  con- 
sistent case  work  approach  in  working  through  some  of  the  patients'  extra 
mural  problems  was  needed.  If  such  a  program  was  to  be  established,  a 
re-orientation  in  the  social  service  field  furnished  by  means  of  specially 
adapted  courses  in  social  work  and  psychiatry  was  necessary.  It  was  felt 
that  such  a  course  would  serve  both  as  an  inspiration  and  a  stimulus  to 
the  social  workers. 

Accordingly,  in  1932  a  six  weeks  institute  was  arranged  for  the  chief 
social  workers  in  the  various  institutions,  with  the  idea  of  giving  those  who 
had  had  many  years  of  practical  experience  some  of  the  newer  approaches 
in  social  work  and  social  psychiatry.  Special  emphasis  was  placed  on  the 
practical  application  of  this  material  to  their  own  immediate  jobs.  Al- 
though the  chief  responsibility  for  the  institute  courses  devolved  upon  the 
staff  of  the  Psychiatric  Institute  which  is  the  teaching  and  research  center 
of  the  department,  numerous  visiting  lecturers  were  very  generous  in  con- 
tributing their  services.  Thus,  the  newer  developments  and  emphases  in 
social  work  and  related  fields  were  brought  to  the  workers.  In  addition 
to  the  theoretical  work  given,  there  was  ample  opportunity  for  the  dis- 
cussion of  common  problems,  such  as  the  relationship  between  the  social 
worker  and  the  psychiatrist,  the  extending  of  hospital  service  to  the  isolated 
parts  of  the  districts  —  how  the  social  worker  can  be  of  most  service  in  the 
clinics,  the  selection  of  cases  for  intensive  social  treatment  and  numerous 
other  problems  which  belong  to  the  common  experience  of  the  state 
hospital  social  worker.  This  institute  was  not  conceived  of  as  a  training 
course  in  any  sense  of  the  work,  but  it  was  felt  that  such  a  re-orientation 
of  general  social  practices  would  be  reflected  in  improved  service  on  the 
part  of  the  social  service  staff  in  their  own  jobs.  The  results  of  the  institute 
have  justified  this  expectation. 

Since  the  chief  social  workers  have  had  this  educational  experience,  an 
assistant  worker  from  each  hospital  has  been  granted  the  privilege  of 
attending  a  school  for  social  work  each  summer.  To  some  of  the  workers 
the  summer  course  has  served  as  sufficient  incentive  to  interest  them  in 
completing  the  graduate  course  in  a  school  of  social  work.  Others,  while 
they  have  profited  by  the  course  and  have  brought  much  of  value  back  to 
the  hospital,  have  not  been  able  to  continue.  To  the  trained  workers,  it 
has  offered  possibilities  for  more  adequate  development  on  the  job  than 
has  existed  in  the  past. 

If  state  hospital  positions  are  to  attract  and  hold  adequately  qualified 
individuals,  they  must  offer  opportunities  for  the  worker  to  develop. 
While  her  fund  of  psychiatric  knowledge  will  be  increased  at  the  hospital 
and  this  will  be  reflected  in  her  better  understanding  of  patients,  still  she 
needs  the  impetus  of  advanced  seminars  for  trained  and  experienced  workers 
in  her  own  field  if  she  is  to  develop  and  to  be  equipped  as  she  should  be. 

In  addition  to  these  educational  opportunities  available  to  all  state 
hospitals,  there  have  been  special  courses  in  various  districts  of  which  the 
social  workers  have  been  able  to  take  advantage.  It  has  been  felt  that 
this  educational  program  beside  being  of  value  to  the  social  worker  in  the 
hospital,  has  served  to  interest  well  trained  people  in  positions  in  state 
hospital  social  work  and  has  made  it  possible  to  raise  the  requirements  for 
social  work  positions  in  the  hospitals. 
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All  social  service  positions  are  in  the  competitive  class  of  the  civil  service. 
In  addition  to  passing  an  examination  on  subjects  relating  to  the  immedi- 
ate duty  of  the  social  worker,  the  following  were  the  last  requirements  for 
a  chief  social  worker;  an  A.  B.  degree  with  graduation  from  a  school  of 
social  work  plus  two  years  of  experience  in  social  work  subsequent  to 
graduation,  cr  an  A.  B.  degree  with  four  years  of  satisfactory  experience 
in  a  recognized  psychiatric  agency.  The  assistant  workers  are  required  to 
have,  in  addition  to  their  college  degrees,  nine  months  in  a  school  of  social 
work  or  one  year's  full  time  experience  in  social  work.  It  is  felt  that  in 
another  year,  graduation  from  a  school  of  social  work  can  be  made  a  mini- 
mum requirement  for  all  state  hospital  social  workers.  As  a  matter  of 
fact  so  much  emphasis  has  been  placed  on  the  need  for  training  that  newly 
appointed  workers  have  far  exceeded  the  civil  service  requirements  in  this 
respect. 

As  a  further  aid  in  the  developing  and  correlating  of  social  work,  the 
department  recently  published  a  Guide  for  Developing  Social  Work  in 
State  Hospitals.  It  is  felt  that  this  suggests  a  feasible  program  for  the 
present  and  at  the  same  time  indicates  certain  possibilities  for  future 
development. 

It  has  been  interesting  to  note  the  increasing  number  of  patients  referred 
for  social  service  treatment  during  the  last  few  years.  There  was  an  in- 
crease of  933,  or  10  percent  in  the  number  referred  during  the  past  fiscal 
year,  (July  1932-33).  In  view  of  the  fact  that  the  number  of  social  workers 
has  not  increased  in  corresponding  proportion,  the  meeting  of  the  immediate 
social  service  need  of  the  patient  is  a  very  real  problem.  The  careful 
selection  of  cases  for  short  service  or  long  time  more  or  less  intensive  work 
is  of  most  importance,  particularly  since  one  social  worker  only  is  allotted 
for  each  75  to  100  patients  on  parole.  While  the  social  workers  are  allotted 
according  to  the  number  of  patients  on  parole,  as  has  been  indicated,  their 
work  is  by  no  means  confined  to  the  convalescent  patient.  In  many  hospi- 
tals the  social  worker  takes  the  history  which  brings  her  immediately  in 
contact  with  the  patient  and  his  relatives.  In  the  hospitals  in  which  the 
social  worker  does  not  take  the  history,  she  interviews  the  newly  admitted 
patient,  unless  it  is  contra-indicated,  to  see  what  she  may  do  to  decrease 
his  worries  regarding  his  affairs  outside  the  hospital  while  he  is  unable  to 
look  after  them  himself.  If  his  problems  seem  to  be  due  chiefly  to  family 
attitudes  resulting  from  lack  of  understanding  of  the  patient  and  his  illness, 
the  social  worker  will  work  quite  intensively  with  the  family  during  his 
illness.  If  the  family  problems  are  such  that  community  social  agencies 
should  be  called  in,  the  hospital  social  worker  will  see  that  the  family  is 
duly  referred  to  the  proper  agency  and  share  with  this  agency  the  infor- 
mation that  the  hospital  has  which  will  give  a  better  understanding  of  the 
situation  and  help  in  the  family  planning. 

In  this  way  the  hospital  social  worker  is  able  to  reassure  the  patient 
regarding  his  affairs  outside  the  hospital,  thus  enabling  the  patient  to 
adjust  better  to  hospital  procedure  and  treatment.  When  the  patient  has 
iecovered  sufficiently  so  that  his  return  home  can  be  considered,  the  social 
worker  again  becomes  active  in  the  plans  for  the  patient  and  usually  con- 
tinues to  work  with  the  patient  and  his  family,  until  the  hospital  discharges 
the  patient. 
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Aside  from  doing  a  consistent  piece  of  social  case  work  with  patients  and 
their  families,  the  social  workers  are  constantly  called  upon  to  do  all  sorts 
of  special  tasks.  Operation  permits  may  be  needed  immediately  and  if 
relatives  are  to  be  reached,  often  no  one  but  the  social  worker  seems  able 
to  find  them  and  secure  this  needed  permission.  Frequently  the  social 
worker  is  able  to  locate  relatives  of  patients  who  have  not  been  heard  from 
for  some  time  and  to  interest  them  again  in  the  patient.  This  often  makes 
for  the  better  adjustment  of  the  patient  who  has  been  in  the  hospital 
many  years  and  whose  stay  will  be  indefinite. 

The  type  of  problem  which  has  been  referred  to  the  social  worker  has 
undergone  some  change  in  the  past  few  years.  Formerly  the  social  worker 
was  expected  chiefly  to  aid  the  released  patient,  find  employment  and 
perhaps  tell  the  family  what  should  be  expected  of  the  patient  and  what 
manifestations  should  be  reported  to  the  hospital.  Now  with  those  referred 
for  social  treatment,  she  is  expected  to  do  a  much  more  intricate  type  of 
work.  To  help  the  family  understand  the  patient  and  accept  him  on  the 
level  on  which  he  is  able  to  adjust  is  not  an  easy  thing  to  accomplish,  yet 
it  is  something  which  confronts  the  social  worker  daily.  The  constant 
interpretation  of  the  patient  to  his  family,  and  perhaps  the  family  to  the 
patient  requires  an  infinite  amount  of  tact,  understanding  and  objectivity, 
yet  this  must  be  done  constantly  if  the  patient  is  to  remain  well  and  live 
in  the  community.  When  there  are  children  in  the  family  to  see  that 
maladjustments  and  personality  difficulties  needing  attention  are  treated 
without  alarming  the  family  regarding  the  possibility  of  mental  illness  in 
the  child  is  another  difficult  problem. 

In  situations  where  it  seems  unwise  to  have  the  relative  return  to  his 
home,  all  sorts  of  intricate  situations  are  encountered.  It  is  not  easy  to 
place  a  patient  in  a  club  or  boarding  home  without  making  the  relatives 
hostile  to  the  patient  or  else  arousing  in  them  deep  feelings  of  guilt. 

While  it  is  almost  impossible  to  secure  employment  for  anyone  at  present, 
and  the  average  individual  must  take  anything  he  can  find,  one  still  must 
consider  carefully  the  ability  of  the  state  hospital  patient  to  fill  the  job 
adequately  and  the  satisfaction  he  will  derive  from  it. 

In  other  words  the  work  of  the  state  hospital  social  worker  is  now  a  far 
cry  from  environmental  manipulation.  The  great  majority  of  her  patients 
with  whom  she  works  require  intensive  social  case  work  treatment  if  a 
comfortable  adjustment  is  to  be  made.  To  add  to  her  difficulties,  most 
of  her  cases  would  be  considered  "  untreatable  "  by  many  private  agencies 
and  probably  justifiably  so.  The  state  hospital  has  no  choice  in  the  matter, 
and  the  state  hospital  social  worker  in  bringing  her  skills  to  the  treatment  of 
the  patient  and  his  family  is  able  to  extend  hospital  treatment  into  the 
home,  often  with  more  success  than  is  anticipated.  Needless  to  say  such 
work  calls  for  a  well-integrated  personality  on  the  part  of  the  social  worker 
as  well  as  a  high  type  of  training  and  experience. 

In  New  York  State  Hospitals  the  social  workers  are  expected  to  partici- 
pate in  the  mental  hygiene  and  child  guidance  clinics  conducted  by  the 
hospital.  They  must  be  available  to  advise  with  the  community  workers 
about  various  psychiatric  social  problems  as  they  arise.  The  hospital  clinic 
can  give  little  more  than  an  advisory  and  consultant  service  in  its  extra 
mural  clinics.    The  social  worker  is,  however,  expected  to  interpret  the 
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clinic  findings  to  the  local  workers  and  to  act  as  a  consultant  with  such 
workers  in  the  carrying  out  of- clinic  recommendations. 

In  the  field  of  education,  the  social  workers'  efforts  may  be  as  diversified 
as  time  permits.  In  general  such  activities  on  the  part  of  the  social  workers 
have  included  arranging  for  general  mental  hygiene  courses  of  interest  to 
the  entire  community  —  planning  for  courses  of  interest  to  special  groups 
such  as  teachers,  parents,  nurses  and  so  forth,  as  well  as  organizing  various 
case  work  courses  with  the  emphasis  upon  the  psychiatric  approach.  It 
is  felt  that  such  community  activities  are  of  value  in  making  for  a  better 
understanding  of  the  hospital  and  its  problems  as  well  as  in  interesting 
various  community  groups  in  the  prevention  of  mental  illness. 

Another  piece  of  educational  work  in  which  the  social  workers  participate 
actively  is  that  of  student  training.  The  Xew  York  School  of  Social  Work 
and  the  Smith  College  School  for  Social  Work  both  utilize  institutions  of 
the  Department  of  Mental  Hygiene  for  training  purposes  for  their  students. 
In  addition  to  this,  Skidmore  College  and  Syracuse  University  utilize 
Utica  State  Hospital  and  Syracuse  Psychopathic  Hospital  in  giving  their 
undergraduates  some  experience  in  connection  with  their  courses  in 
sociology  and  psychology.  Naturally  the  social  workers  have  much 
responsibility  for  these  students  in  planning  the  educational  program  as 
well  as  giving  them  some  experience  which  will  be  of  value.  Student  nurses 
from  the  state  hospital  training  schools  also  are  given  brief  orientation 
courses  in  social  work  so  that  they  may  have  an  understanding  of  the 
hospital's  community  work  and  responsibility. 

In  addition  to  the  more  formal  type  of  student  training  and  the  under- 
graduate work,  this  year  an  experiment  is  being  tried  out.  A  number  of 
college  graduates  who  have  majored  in  sociology  and  psychology  have  been 
accepted  as  volunteers  in  the  social  service  departments  of  various  hospitals. 
It  is  understood  that  these  girls  will  work  for  one  year,  and  if  they  show 
special  aptitude  in  this  work,  it  is  hoped  that  they  will  secure  the  needed 
training  and  eventually  become  workers  in  the  department  institutions. 

One  cannot  predict  the  outcome  of  this  venture  as  yet,  but  it  has  been 
an  interesting  experience  both  for  the  hospitals  and  the  volunteers. 

Developments  in  social  work  in  the  Xew  York  State  Hospitals  have  been 
varied.  More  emphasis  has  been  placed  upon  the  case  work  contribution 
of  the  social  worker,  and  social  work  has  increased  both  in  the  number  of 
patients  for  whom  work  is  necessary  and  in  the  intricacy  and  delicacy  of 
the  problems  which  the  social  worker  handles.  In  addition  to  this,  she 
is  responsible  for  much  educational  work  both  in  the  hospital  and  in  the 
community. 

It  would  seem  at  the  present  time  that  the  job  of  the  social  worker  at  least 
in  a  New  York  State  Hospital,  is  limited  chiefly  by  what  she  is  physically 
able  to  do,  and  the  excellence  of  her  work  depends  upon  her  ability  to 
judge  how  and  where  her  skills  may  best  be  utilized  for  the  benefit  of  the 
patients. 
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MENTAL  HEALTH  AS  AFFECTED  BY  PLAY 
By  Bertha  C.  Reynolds 
Associate  Director,  Smith  College,  School  for  Social  Work 

Looked  at  in  one  way,  the  process  of  becoming  civilized  seems  to  be  a 
process  of  eliminating  from  life  some  of  its  essential  elements  and  then, 
at  great  cost  and  difficulty,  putting  them  back  again.  Our  great  cities  shut 
away  the  sunshine  from  children  whose  ancestors,  in  childhood,  rolled  and 
chased  one  another  in  the  sunlight  all  day  long.  Then  we  build  Preventoria 
for  the  worst  victims  of  the  deprivation,  letting  the  mass  of  the  population 
struggle  along  on  its  impaired  vitality  as  best  it  can.  We  reduce  physical 
work  to  a  minimum  and  are  driven  to  gymnasia.  We  eat  fine  milled  flour, 
—  and  then  we  eat  bran.  We  chew  as  little  as  possible  and  then,  —  at  the 
behest  of  our  dentist,  of  course,  —  we  chew  gum. 

The  growth  of  cities  has  done  something  to  the  play  of  childhood. 
Vacant  lots  become  less  year  by  year,  rooms  per  family  become  fewer, 
except  for  the  very  poor  who  have  always  been  down  to  the  minimum, 
there  is  less  for  a  child  to  do  in  household  chores  which  in  rural  homes  have 
some  developmental  values,  there  is  constant  stimulation  and  a  serious 
restriction  of  opportunities  to  work  off  nervous  energy  in  muscular  activity. 
To  some  extent,  play  space  is  put  back  for  the  older  child  in  the  public 
playground,  and  the  toddler  may  find  space  enough  for  exciting  occupation 
around  his  mother's  feet  as  she  sits  on  a  park  bench.  For  those  from  ages 
two  to  six,  who  are  forming  the  habits  which  will  be  with  them  for  life, 
normal  play  seems  increasingly  difficult,  if  not  impossible,  to  obtain.  Part 
of  this  is  due  to  conditions  over  which  the  parents  have  no  control.  Perhaps 
the  father  is  a  night  worker  and  the  house  must  be  quiet  while  he  sleeps, 
or  the  baby's  nap  time  is  so  essential  for  mother  if  she  is  to  get  her  house- 
work done  that  the  runabout  child  must  keep  out  of  the  way.  There  is  no 
woodshed  or  attic,  perhaps  no  basement,  in  which  to  turn  a  child  loose. 
Frequently  the  space  on  the  kitchen  floor  is  a  thoroughfare  for  mother's 
feet  where  there  are  no  parking  privileges  for  toys,  and  the  little  child  has 
no  other  place  to  go.  If  he  plays  on  the  sidewalk  someone  must  "mind 
him".  Parents  who  have  standards,  who  can  picture  their  child  in  a  pool 
of  blood  in  the  wake  of  a  motor  car,  or  like  the  neglected  little  gamins  in 
the  streets,  often  fail  to  sense  the  crippling  losses  suffered  by  little  children 
who  are  kept  practically  prisoners  at  home  with  their  mothers  until  school 
age.  By  that  time,  if  they  have  no  brother  or  sister  of  their  own  age,  they 
may  have  become  so  domineering  or  shy  as  to  be  seriously  handicapped  in 
adjusting  to  the  group  of  other  children. 

Some  conditions  preventing  normal  play  are  not  inherent  in  the  environ- 
ment but  in  the  attitude  of  mind  of  the  parents  themselves.  It  is  by  no 
means  generally  recognized  that  free  activity  is  as  necessary  for  growing 
children  as  fresh  air  and  food.  Play  is  a  nuisance,  —  something  which 
children  do  because  they  know  no  better,  but  which  they  should  be  pre- 
vented from  doing  as  much  as  possible  until  they  get  sense  enough  to  stop 
it  themselves.  (This  sounds  extreme,  but  is  a  philosophy  which  is  acted  on 
by  thousands  of  parents  every  day.)  " Stop  making  a  noise ! "  "Sit  down 
and  be  quiet,  can't  you!"  "He  will  pull  out  all  those  things  on  the  floor, 
and  I've  whipped  him  for  it,  too!",  "No,  he  hasn't  any  toys.  He  breaks 
them  up  in  no  time,  so  he's  just  got  to  go  without."    These  are  things  a 
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social  worker  hears  every  day  from  parents  who  work  hard  to  give  their 
children  the  other  conditions  for  healthy  growth. 

The  following  family  situation  will  illustrate  some  of  the  things  I  have 
been  saying.  I  shall  purposely  analyze  it  from  the  point  of  view  of  the 
play  factors,  not  stopping  to  discuss  the  other  complexities  of  which  there 
are  many. 

Bennie  was  referred  to  a  Habit  Clinic  for  children  by  a  visiting  nurse  to 
whom  the  mother  confided  her  troubles,  asking  to  have  him  "sent  away" 
for  the  summer. 

Six  and  half  years  old,  Bennie  is  called  "the  wild  man  "  in  the  respectable 
tenement  house  where  he  lives  with  his  parents  who  are  Americanized 
Italians.  His  older  brother  Thomas,  who  is  fat  and  probably  feebleminded, 
is  9  and  a  model  of  good  conduct  because  he  always  gives  in  to  avoid  a  scene. 
Ralph,  aged  3,  is  Bennie's  image  and  imitator  and  Rita,  6  months,  merely 
lies  and  crows. 

The  setting  for  Bennie's  crimes  is  a  fairly  busy  city  street,  a  small  con- 
creted and  dirty  back  yard  and  a  five  room  tenement  which  holds  itself  to 
standards  somewhat  above  the  neighborhood,  and  from  the  windows  of 
which,  two  flights  up,  mother  supervises  what  play  the  children  have  out- 
side. The  street  is  a  forbidden  arena,  rushed  into  in  stolen  snatches  of 
time ;  the  yard,  even,  is  often  forbidden  because  mother  will  not  stand  for 
the  quarrels  that  always  happen  when  her  children  meet  others ;  the  rooms 
are  places  where  all  play  is  naughty  and  where  "I'll  show  you  who  is  boss 
here"  is  the  dominant  note.  Father  who  is  a  truck  chauffeur,  turns  over 
all  of  his  $30  a  week  except  his  lunch  money  to  his  wife,  and  concerns  him- 
self with  little  more  than  to  see  that  the  children  have  everything  they 
want  when  he  is  at  home. 

Bennie's  bad  habits  started  after  he  had  diphtheria  at  2  years.  He  was 
nervous  and  fretful  and  did  not  want  to  eat.  Mother  coaxed  and  bribed 
and  has  had  to  keep  it  up  to  this  day  when  Bennie  has  a  well  filled  bank 
and  quite  a  few  toys  as  a  monument  to  his  nutrition  difficulties.  This 
winter  he  had  a  series  of  illnesses  which  only  intensified  his  unfortunate 
traits.  He  abuses  his  older  brother,  letting  the  younger  one  alone  because 
he  retaliates,  has  violent  temper  tantrums  if  he  cannot  have  his  own  way, 
uses  bad  language  and  pays  no  attention  to  discipline. 

The  key  to  the  attitudes  of  father  and  mother  is  found  in  their  early 
history.  The  father  lost  his  mother  when  he  was  7  years  old.  He  says  "I 
lost  the  world  then."  He  wants  his  children  to  be  happy  and  thinks  their 
mother  is  too  harsh  with  them  sometimes.  On  these  occasions  he  interferes 
with  her  discipline.  The  mother  had  an  unhappy  girlhood,  her  parents 
separated  and  each  accusing  the  other  of  infidelity.  Home  and  children 
were  neglected.  Now  that  she  has  married  into  a  comparatively  well-to- 
do  family,  she  wants  her  home  and  standards  to  be  above  question;  her 
children  to  be  kept  away  from  the  riff  raff  of  the  neighborhood  and  her 
strictness  to  be  recognized  by  the  community.  Hence  she  restricts  the 
children's  play,  nags  them  to  show  off  from  the  window  and  in  the  home, 
when  visitors  are  present  particularly,  and  is  much  chagrined  that  Bennie, 
unlike  Thomas,  does  not  respond.  She  wants  Bennie  taken  out  of  her  life 
for  a  while,  till  she  gets  rested  from  the  strain  of  the  winter's  illness,  and 
thinks  perhaps  someone  else  can  work  magic  with  him. 
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Here  is  a  complex  situation  in  which  the  tragedy  lies  in  the  fact  that 
not  only  were  the  faults  of  the  parents,  such  as  childishness,  variability  and 
a  tendency  to  take  the  easiest  way  out,  effective  in  producing  the  mis- 
behavior of  their  children,  but  their  genuine  love  and  even  their  high 
standards  of  respectability.  The  very  real  handicaps  incident  to  a  city 
environment  were  far  easier  to  overcome  than  the  emotional  attitude  of 
the  parents  in  this  case.  It  takes  a  thorough  going  study  of  the  whole 
social  situation  and  the  personalities  involved  to  see  where  the  trouble  lies, 
and  why,  in  treatment,  quite  obvious  recommendations  are  met  with 
resistance  and  prove  inapplicable. 

To  illustrate  further ;  the  clinic  worker,  in  trying  to  institute  a  nutrition 
program,  talked  with  the  mother  about  serving  meals  regularly  and  then, 
if  the  child  would  not  eat,  giving  him  no  further  opportunity  till  the  next 
meal.  Bennie's  mother  objected  that  the  children  would  steal  food 
between  meals  from  the  ice  box.  The  worker  saw  an  opening  for  a  really 
constructive  plan;  "Why  not",  said  the  worker,  "send  the  children  to 
the  playground,  (this  was  in  summer  when  a  play  supervisor  was  employed 
all  day)  and  then  they  will  be  under  supervision,  safe  from  traffic,  they 
can't  get  food  till  meal  time  and  will  be  active  enough  to  be  wholesomely 
hungry."  The  mother  still  objected,  however.  "They  wouldn't  stay  in 
the  playground.  They  never  stay  where  I  tell  them  when  I  let  them  out." 
"But,"  said  the  worker,  "this  is  different.  Here  they  would  have  plenty 
to  do.  It  is  not  like  standing  on  the  sidewalk  with  nothing  to  interest 
them."  "They  had  something  on  the  sidewalk  the  last  time  I  tried  them," 
said  the  mother  triumphantly,  "and  they  went  off  just  the  same."  "What 
did  they  have?"  said  the  worker.  "A  kite."  said  the  mother  as  if  it  were 
the  last  word  —  as  indeed  it  was. 

Before  we  discuss  how  play  can  contribute  to  mental  health,  we  might 
pause  to  ask  ourselves  what  we  mean  by  mental  health.  One  probably 
cannot  define  mental  health  simply  as  a  state  of  being  well  adapted  to  one's 
environment.  Too  many  times  a  child  is  admirably  adapted,  say,  to  a 
home  where  he  is  king  and  all  in  the  house  are  his  willing  slaves,  but  totally 
unadapted  to  any  other  social  environment  and  certain  to  face  a  revolt  of 
his  subjects  as  soon  as  he  ceases  to  be  "just  too  cute  for  anything."  One 
has  to  presuppose  an  environment  enough  like  others  in  the  larger  com- 
munity in  its  essential  features,  so  that  adaptation  to  it  means  adaptation 
to  life.  I  shall  speak  principally  of  the  play  of  the  smaller  children  in 
relation  to  this,  but  if  we  consider  life  as  constant  adaptation  I  suspect 
that  there  is  no  difference  except  in  degrees  in  the  importance  of  play  for 
children  or  for  adults.  A  child  must  play  to  grow;  an  adult  must  play  to 
maintain  and  develop  what  powers  he  has. 

What  should  one  expect  to  get  out  of  play  for  mental  health?  Still 
keeping  the  illustrative  case  in  mind,  one  thinks  of  Bennie's  needs  as 
physical,  intellectual,  emotional,  social.  He  needed  an  opportunity  to  get 
an  appetite  to  improve  the  tone  of  the  body  and  to  work  off  nervous  energy 
by  vigorous  play.  He  needed  a  chance  to  try  himself  out  in  the  relatively 
unexplored  world  of  objects  about  him  by  climbing,  reaching,  measuring 
space,  getting  the  feel  of  all  sorts  of  things,  till  he  could  master  some  of 
his  world.  He  needed  a  chance  to  get  the  give  and  take  of  other  person- 
alities, especially  those  of  his  peers  in  age  and  experience  and  to  learn  where 
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he  stood  and  how  he  counted  with  them.  He  needed  to  get  the  relation 
of  the  satisfaction  of  his  own  desires  to  the  framework  of  ' !  things  as  they 
are",  the  authorities  and  necessities  of  life  which  all  must  meet.  Active 
free  play,  with  some  companionship  with  other  children,  some  stimulus 
from  toys  or  new  objects  to  deal  with  in  the  environment  and  enough  sense 
of  authority  to  keep  one  in  touch  with  the  limitations  of  real  life,  gives 
all  these. 

What  had  happened  in  Bennie's  case  was  that  the  satisfactions  which 
he  should  have  been  getting  out  of  play,  were,  in  so  far  as  they  were  gotten 
at  all,  being  secured  out  of  conflict  with  his  mother.  Lacking  physical 
outlet,  he  was  chronically  in  a  state  of  nervous  irritability.  Denied  a 
chance  to  experiment  with  the  object  world,  he  experimented  on  his 
mother,  and  his  self  esteem  was  enhanced  in  proportion  as  he  won  out 
over  her  will  in  not  eating  his  breakfast  or  in  some  forbidden  play.  This 
however  did  not  increase  his  confidence  in  his  meetings  with  other  boys  who 
had  tried  out  and  really  knew  things.  As  for  contact  with  his  peers,  though 
Ralph  was  rapidly  rising  to  be  one,  his  environment  in  shape  of  the  meek 
Thomas  gave  too  much  of  an  impression  that  there  was  no  boomerang  to 
anything  one  might  do.  The  only  unexplored  territory  open  to  him  lay 
in  the  uncertainties  of  his  mother's  temper  and  in  the  use  of  certain  words 
of  fascinating  sound,  which  created  a  furor  with  adults  and  mystified 
admiration  with  children.  The  school  reported  him  and  his  brother  as 
without  a  friend,  always  teasing  and  punching  others  and  (shades  of 
mother's  extreme  care !)  over  equipped  with  an  obscene  vocabulary.  Bennie 
had  become  at  six  a  little  adventurer,  playing  the  game  for  the  best  stakes 
he  could  and  with  everyone  in  his  world  arrayed  against  him. 

So  we  find  it  again  and  again  in  Child  Guidance  and  Habit  clinic  work,  — 
essentially  normal  children  forced  by  parents  into  abnormality  by  the 
thwarting  of  all  the  impulses  to  play  which  might  mean  so  much  for 
physical  and  mental  development.  Those  children  who  fight  or  manoevre 
their  way  to  getting  a  fair  amount  of  their  rightful  play  may  be  brought 
to  clinic  as  boisterous  and  disobedient.  Eventually  they  become  sufficient 
nuisances  so  that  they  are  driven  out  into  the  streets  to  find  a  freer  life 
with  the  street  gangs  but  well  schooled  already,  as  was  Bennie  at  the  age 
of  six,  in  the  ways  of  craft  and  the  game  of  violence.  Conflict  with  the 
parent  carries  over  too  often  into  an  antisocial  attitude  and  conflict  with 
all  authority.  Of  still  more  concern  to  us  should  it  be  that  some  children 
submit,  sit  down  when  they  are  told,  look  out  of  the  window,  walk  out 
holding  mother's  hand  occasionally,  but  never  know  what  vigorous  play 
with  mental  stimulation  is  like.  What  wonder  that  they  lack  initiative 
and  are  at  a  cruel  disadvantage  when  the  time  comes  for  them  to  enter 
into  competition  with  better  developed  personalities?  Can  we  say  that 
either  type  of  reaction  to  a  deprivation  of  play  opportunities  is  a  state  of 
mental  health? 
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THE  THERAPY  OF  PARENTAL  ATTITUDES 
By  Miss  Helen*  M.  Crockett,  Former  Head  Social  Worker 
Worcester  State  Hospital 

The  therapy  of  parental  attitudes,  or  Attitude  Therapy,"  as  it  is 
popularly  called,  is  one  of  the  newer  methods  applied  to  cases  requiring  a 
deeper  level  of  social  treatment  than  is  possible  in  ordinary  social  case 
work.  Its  techniques  were  first  worked  out  by  Dr.  David  M.  Levy  with  a 
group  of  social  workers  in  the  Institute  for  Child  Guidance.  New  York. 
Recently  there  has  been  some  attempt  to  apply  it  to  others  than  parents. 
Although  it  is  still  too  new  for  its  uses  to  be  clearly  delineated,  we  hope  in 
this  paper  to  indicate  its  application  in  the  state  hospital  field. 

What  is  " "  Attitude  Therapy  ?  *'  It  is  the  treatment  of  an  attitude  through 
the  working  out  of  its  formation.  The  patient  comes  to  the  office  two  or 
more  times  per  week  at  definite  hours  agreed  upon.  He  undertakes  to 
talk  about  his  experiences,  especially  the  early  ones,  and  his  feelings  about 
them.  His  attitudes  and  patterns  of  emotional  reaction  are  revealed  to 
him  in  the  discussion  of  his  present  problem  in  the  light  of  his  early  ex- 
periences and  his  feelings  about  them.  The  release  of  emotionally  charged 
material  leads  to  an  understanding  of  the  sources  of  the  emotion.  This 
release,  together  with  the  gradual  understanding  of  emotional  patterns, 
tends  to  bring  about  a  change  in  attitude. 

Although  it  follows  some  of  the  techniques  of  psychoanalysis  and  is 
based  on  the  same  philosophy.  •Attitude  Therapy"  is  not  psychoanalysis. 
Psychoanalysis  seeks  to  recall  subconscious  experiences  by  free  association 
upon  dream  material,  a  technique  outside  the  scope  of  the  social  worker, 
whose  field  is  that  of  social  relationships  and  the  attitudes  growing  out  of 
them.  Her  interest  in  her  patient  does  not  go  back  of  the  time  when  he 
was  old  enough  to  start  his  first  social  relationships,  and  therefore  she  is 
not  concerned  with  libidinal  impulses  or  pre-soeial  attitudes.  Like  psycho- 
analysis. 'Attitude  Therapy"  assumes  that  the  real  cause  of  certain 
emotionally  charged  situations  is  to  be  found  in  the  early  experiences  of 
the  patient.  An  articulation  of  these  experiences,  together  with  a  reliving 
of  the  early  behavior  with  its  accompanying  emotional  experience  is  the 
first  step.  An  association  of  the  present  behavior  with  the  early  experience 
gives  the  patient  insight,  and  a  reorganization  of  the  material  in  terms  of 
the  present  leads  to  a  diminution  of  symptoms. 

Because  of  the  situations  they  are  dealing  with,  social  workers  are  both 
urged  and  warned  not  to  attempt  'Attitude  Therapy"  without  the 
approval  and  backing  of  a  psychiatrist  familiar  with  psychoanalytic 
procedures.  The  psychiatrist  diagnoses  the  crystallized  neuroses  and 
psychoses,  and  determines  the  possibility  of  the  patient's  developing  either 
during  the  process  of  treatment,  thus  preventing  injury  to  the  patient  as 
well  as  the  loss  of  time  on  patients  who  will  not  respond.  Because  "Atti- 
tude Therapy"  is  still  in  an  experimental  state,  the  psychiatrist  is  also 
needed  to  take  responsibility  for  the  patient  in  case  he  should  develop 
symptoms  too  severe  for  the  social  worker  to  treat.  Because  of  the  careful 
selection  of  cases,  no  psychiatrist  is  known  to  have  been  required  to  exercise 
this  function.  In  the  use  of  this  method  the  social  worker  does  not  usurp 
the  field  of  the  psychiatrist,  since  "Attitude  Therapy"  is  suited  to  the 
maladjusted  parent,  not  to  the  deeply  neurotic  or  psychotic. 
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"Attitude  Therapy"  differs  from  social  case  work  in  that  the  worker 
ceases  from  all  manipulative  activity,  from  suggestion,  and  persuasion. 
Her  approach  is  one  of  active  passivity.  (Although  her  outward  manner  is 
passive,  her  attention  must  be  exceedingly  active.;  While  alert  to  note 
the  patient's  association  and  to  understand  the  origin  of  his  attitudes  and 
behavior,  she  permits  him  to  tell  his  story  in  his  own  way,  interrupting  him 
only  to  encourage  fuller  expression  of  detail  and  of  emotional  reaction. 
She  interprets  her  patient's  activity  only  in  terms  of  the  previous  activity 
he  has  already  expressed,  the  patient  gaining  insight  through  seeing  his 
present  behavior  in  the  light  of  the  situation  that  unconsciously  motivated 
it.  While  serving  as  a  therapist,  the  worker  should  enlist  the  aid  of  a  co- 
worker in  case  any  manipulation  of  the  environment  is  necessary.  Fre- 
quently cases  chosen  for  "Attitude  Therapy"  are  those  in  which  intensive 
case  work  has  already  failed  because  of  the  attitudes  of  maladjusted  parents 
which  do  not  yield  to  the  manipulation,  suggestion,  persuasion,  or  inter- 
pretation of  the  social  worker. 

To  a  period  of  intensive  case  work  are  added  the  200  to  300  hours  usually 
required  to  complete  a  case  of  "Attitude  Therapy."  Seldom  do  the  large 
case  loads  of  state  hospital  workers  permit  them  to  give  so  much  time  to 
any  one  patient,  nor  are  cases  often  carried  over  a  sufficiently  long  time  to 
make  such  treatment  possible.  This  is  not  to  say  that  a  more  intensive 
type  of  treatment  would  not  be  a  great  economy,  were  a  sufficient  number 
of  well- trained  workers  available. 

For  other  reasons  also  it  seems  doubtful  if  the  therapy  of  parental  atti- 
tudes, as  originally  taught,  can  have  a  very  wide  use  in  the  in-patient 
department  of  a  state  hospital.  The  psychotic  patient,  because  of  the 
seriousness  and  depth  of  his  problem,  is  not  a  suitable  subject  for  this  type 
of  treatment. 

"Attitude  Therapy"  has  had  its  greatest  use  in  Child  Guidance  Clinics 
where  the  child's  behavior  is  a  response  to  a  maladjusted  parent  whose 
difficulties  do  not  yield  to  a  simpler  type  of  treatment.  Usually  the 
mother  is  the  patient  rather  than  the  father,  since  her  association  with 
the  child  is  apt  to  be  much  closer.  Although  a  psychosis,  like  the  behavior 
of  a  problem  child,  may  be  in  part  a  response  to  parental  attitudes,  as  a 
rule,  a  psychotic  patient  is  too  old,  too  set  in  his  patterns,  to  be  greatly 
infiuenced  by  any  profound  change  in  the  personality  of  his  parents. 

It  may,  however,  be  desirable  to  use  this  treatment  on  the  mother  of  a 
younger  patient,  not  for  the  patient's  sake,  but  for  the  effect  upon  the 
younger  children  in  the  family.  Such  treatment  assumes  that  the  work 
of  the  hospital  is  considered  to  be  that  of  prevention  as  well  as  cure.  If 
this  is  true,  "Attitude  Therapy  "  may  also  be  used  with  some  of  the  younger 
patients  not  found  to  have  sufficient  symptoms  to  be  committable,  yet 
suffering  from  some  personality  traits  that  interfere  with  their  social  adjust- 
ment. The  technique,  when  applied  to  one  such  young  woman,  led  to 
greater  interest  in  the  care  of  her  home  and  in  her  social  contacts,  to  fewer 
temper  outbursts,  and  on  the  part  of  her  child  to  improve  conduct. 

M.  C.  was  picked  up  by  the  police  one  night  in  the  business 
section  of  her  home  city,  only  partially  clothed.  Because  she  could 
not  give  her  name  or  address,  she  was  sent  to  a  general  hospital  and 
later  transferred  to  our  care.   The  lapse  of  memory  was  thought  to  be 
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of  a  hysterical  nature.  At  the  end  of  an  observation  period  during 
which  she  and  her  husband  were  very  cooperative,  the  patient  was 
discharged  as  not  insane,  after  the  doctor  had  talked  with  the  husband 
regarding  their  marital  problems.  A  few  weeks  later,  the  patient 
returned  to  demand  help  and  was  referred  by  the  psychiatrist  for 
"Attitude  Therapy."  It  was  arranged  for  her  to  come  two  hours  a 
week.  She  was  a  rapid  and  constant  talker,  enjoyed  the  privilege  of 
discussing  her  past  experiences,  and  resented  any  interruptions.  She 
discussed  her  family,  her  sisters  of  whom  she  was  jealous  because  they 
always  seemed  more  efficient  than  she  was.  She  recalled  being  left 
out  of  good  times  as  a  child  as  she  was  now.  Gradually  she  saw  it 
was  her  own  fault  that  she  could  not  get  along  with  either  her  own  or 
her  husband's  family.  After  she  had  been  coming  twice  a  week  for 
three  months,  she  began  to  report  that  she  had  made  up  her  quarrels 
with  various  relatives,  even  with  her  mother-in-law.  During  the  early 
interviews,  she  was  her  husband's  slave  who  was  allowed  to  keep  the 
small  change  from  his  pay  envelope.  As  she  talked  about  it  week 
after  week,  she  saw  how  much  she  had  nagged  him,  how  she  had 
discredited  him  before  her  family,  and  how  difficult  it  must  be  for  him 
to  live  with  a  person  like  her.  It  was  ten  weeks  before  she  trusted  the 
worker  with  the  story  of  her  marriage  which  had  not  been  told  at  the 
time  the  history  was  taken.  She  had  been  less  popular  with  the  boys 
than  her  sisters,  but  her  husband  had  remained  interested  over  a  long 
period  of  time.  When  he  left  her  for  another  girl,  she  could  not  bear 
it.  She  had  a  kind  of  "spell"  then  when  she  did  not  realize  just  what 
she  was  doing.  She  left  a  note  for  her  sister  and  wandered  miles  into 
the  country,  was  befriended  by  a  farmer's  wife  who  returned  her  to 
her  sister's  home  the  following  day.  Her  father,  mistakenly  believing 
her  to  be  pregnant,  ordered  her  husband  to  marry  her.  He  really 
had  no  choice  about  it. 

Then,  too,  she  had  made  her  husband  feel  inferior  and  was  partly 
to  blame  for  the  way  things  went.  It  began  the  night  of  their  wedding. 
Friends  had  made  up  a  hundred  dollar  purse  for  them  and  her  husband 
had  the  money  in  his  pocket.  Her  mother  advised  her  to  see  to  it 
that  she  had  the  spending  of  this  money.  Before  a  large  group  she 
demanded  the  money,  and  although  her  husband  gave  it  to  her  with 
out  a  word,  he  felt  humiliated.  Many  other  times  too,  she  had  humili- 
ated him  before  others.  She  was  romantic  and  wanted  her  life  to  be  like 
a  story,  but  it  never  could  be  under  the  circumstances.  She  spent 
too  much  time  reading  romances  and  imagining  things  the  ways  she 
liked  them.  Perhaps  that  was  one  reason  for  her  "spells".  While 
she  always  thought  of  things  the  way  she  wanted  them,  she  did  nothing 
to  make  them  that  way.  She  could  imagine  a  good  party,  but  she 
had  never  given  one.  Many  times  she  had  pictured  the  birthday 
party  she  wished  to  give  her  son,  but  probably  when  the  time  come, 
her  sister  would  manage  everything  or  the  party  would  be  a  failure. 

The  climax  of  the  treatment  came  when  the  husband  deserted.  For 
the  first  time  it  was  learned  that  husband  had  deserted  six  times 
previously.  Bach  time  patient  had  returned  to  her  family  and  at 
their  insistence,  had  instituted  a  suit  for  separate  support  against  her 
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husband.  After  a  few  months  he  would  return  and  ask  her  to  live  with 
him.  Then  she  would  drop  the  suit  and  they  would  begin  life  together 
again.  In  a  few  more  months,  he  would  again  desert,  and  the  whole 
story  would  be  repeated.  This  time  she  would  handle  her  own 
problems  without  consulting  her  family.  Whether  she  wanted  to 
accept  her  husband  when  he  returned  was  the  burning  question  that 
helped  the  patient  to  face  her  own  responsibility  for  each  situation 
that  had  arisen.  At  the  same  time  she  expressed  her  hostility  for  her 
husband  which  she  felt  justified  by  the  treatment  she  had  received. 
It  took  two  months  to  decide  that  she  wanted  her  husband  when  he 
was  ready,  but  that  first  they  needed  an  understanding  regarding 
matters  in  which  they  differed.  She  was  now  able  to  talk  to  him 
sensibly  without  crying  or  having  a  "spell"  as  she  had  done  before, 
and  her  treatment  of  him  would  be  different. 

Meanwhile  she  had  established  herself  in  a  cheap  tenement,  secured 
Mother's  Aid  for  the  care  of  her  young  son  from  whom  she  was  un- 
willing to  be  separated  as  she  had  been  so  often  before.  When  his 
birthday  came,  she  succeeded  in  giving  him  his  first  party.  Her 
management  of  him  during  his  temper  tantrums  also  improved. 

One  day  patient  expressed  the  opinion  that  she  was  using  her  inter- 
views at  the  hospital  as  a  means  of  avoiding  looking  for  work.  The 
number  was  diminished  and  eventually  the  patient  declared  herself 
well.  She  had  many  social  contacts,  was  capable  of  handling  her 
business  matters,  had  made  herself  emotionally  independent  of  her 
family,  and  recognized  her  "spells"  as  brought  on  by  herself  as  a 
means  of  escape  from  unpleasant  situations.  Worker  agreed  that  it 
might  be  well  to  stop.  She  was  told  she  might  return  if  she  felt  the 
need  of  further  help,  but  has  not  done  so.  Through  the  Mother's  Aid 
visitor,  it  has  been  learned  that  during  the  six  months  following 
"Attitude  Therapy"  patient  improved  in  her  housekeeping,  her  social 
adjustments,  and  the  care  of  her  child.  After  six  months'  absence, 
the  husband  returned  and  they  are  now  living  together. 
If  her  marital  adjustment  remains  improved,  the  treatment  may  be 
considered  successful.  Another  separation  may  indicate  the  husband's 
need  of  treatment. 

With  the  ordinary  techniques  of  social  case  work,  some  understanding 
of  patient's  feelings  of  inferiority  might  have  been  gained,  but  to  break 
her  dependence  upon  her  family  in  a  time  of  crisis  and  give  her  enough 
self-confidence  to  make  her  own  dicisions  with  case  work  methods  would 
have  been  a  Herculean  task.  Too  much  suggestion  or  persuasion  might 
have  transferred  her  dependence  from  the  family  to  the  worker.  Had  the 
worker  explained  the  nature  of  the  "spells"  as  related  to  her  fantasy  life, 
the  patient  would  not  necessarily  have  been  able  to  avoid  such  hysterical 
episodes  in  the  future.  It  was  only  as  she  herself  traced  their  origin  in  her 
reactions  to  a  series  of  unpleasant  situations  and  saw  the  whole  behavior 
pattern,  could  she  recognize  her  tendencies  and  avoid  such  conduct  in  the 
future.  Sixty  hours  of  a  social  worker's  time  does  not  seem  excessive  to 
accomplish  these  results. 

Although  the  therapy  of  parental  attitudes  may  have  no  wide  use  in  the 
state  hospital  field,  the  worker  in  such  an  institution  may  learn  something 


36 


from  its  techniques.  First,  it  seems  obvious  that  frequent  home  visits  are 
less  important  than  we  once  thought.  Many  clients  will  be  glad  to  come 
to  our  office  if  they  feel  that  we  have  something  to  give  them.  We  may 
also  learn  the  value  of  allowing  relatives  to  tell  their  story  without  inter- 
ruption. Too  much  cross-questioning  on  our  part  stops  the  flow  of  material 
and  sometimes  prevents  our  learning  something  of  great  value.  Then  too, 
facts  in  themselves  are  seen  to  have  less  value  than  the  attitude  of  the 
patient  and  his  relatives  toward  the  facts.  From  the  therapist  the  case 
worker  may  also  learn  much  of  value  in  regard  to  controlling  the  tempo  of 
the  interview,  preventing  the  occurrence  of  certain  difficulties  by  warning 
the  client  to  expect  them,  knowing  when  to  give  and  when  to  withhold 
sympathy,  and  always  associating  criticism  with  praise.  Finally,  the 
therapist's  great  emphasis  on  the  choice  of  patient  should  make  us  more 
thoughtful  about  the  cases  chosen  for  social  treatment.  Have  we  something 
better  to  offer  than  the  present  adjustment?  Does  our  client  want  treat- 
ment, or  can  he  be  made  to  want  it?  It  is  not  better  at  once  to  admit  our 
inability  to  treat  a  case  than  to  waste  time  on  a  person  who  will  not  profit 
by  our  services? 

The  following  example  of  the  influence  of  "Attitude  Therapy"  may  be 
cited:  Miss  H.,  an  18-year-old  girl,  was  called  to  the  office  while  visiting 
her  mother  that  plans  for  her  mother's  placement  might  be  discussed. 
The  matter  had  been  brought  up  several  times  before  by  various  other 
workers.  The  daughter  explained  that  she  had  finished  high  school  only 
a  year  before  and  had  just  secured  her  first  job.  She  really  couldn't  do 
anything  now  as  she  was  boarding  with  strangers  and  had  little  money. 
She  was  twelve  years  old  when  her  mother  first  came  to  the  hospital,  and 
her  sister  had  worked  to  support  them  both.  This  year  her  sister  was 
able  to  fulfill  her  ambition  and  enter  a  nurse's  training  course,  and  so  she 
could  not  help.  Something  about  the  manner  in  which  the  girl  played  with 
her  purse  seemed  to  indicate  tension.  The  worker,  who  had  learned  through 
a  little  experience  with  "Attitude  Therapy"  not  to  fear  a  silence,  waited 
until  she  continued:  "Sometimes  I  think  I'm  not  doing  right  by  mother. 
I  have  always  wanted  to  be  a  teacher.  If  I  could  save  my  money  for  an- 
other year,  I  could  enter  normal  school.  Perhaps  I  had  better  give  it  up 
(slight  tears)  and  look  after  her."  Worker  assured  her  it  was  better  to 
have  the  best  possible  preparation  for  earning,  since  her  mother  might 
need  to  be  supported  for  a  long  time.  Perhaps  her  sister  would  be  ready 
to  help  before  she  was.  She  seemed  greatly  relieved.  "I  don't  want  to 
go  back  on  my  mother,  only  I  didn't  feel  ready  yet.  I  feel  so  much  better 
since  I  talked  to  you."  In  this  case  the  worker's  experience  in  "Attitude 
Therapy"  helped  her  to  prevent  the  development  of  an  unnecessary  sense 
of  guilt  which  might  have  been  precipitated  through  the  more  direct  and 
business-like  approach  of  case  work. 

Many  of  the  techniques  employed  by  the  psychoanalyst  and  the  "Atti- 
tude Therapist"  are  equally  applicable  to  the  case  work  interview.  Aside 
from  such  indirect  influence,  "Attitude  Therapy"  has  little  to  offer  the 
social  worker  whose  field  is  limited  to  the  adjustment  of  neurotic  or  psy- 
chotic patients. 


TEN  YEARS  OF  SOCIAL  WORK  IN  THE  HABIT  CLINICS  OF 

THE  DIVISION  OF  MENTAL  HYGIENE  FROM  1923  TO  1933 
By  Ethel  Hosk'txs,  Chief  of  Social  Service, 
Division  of  Mental  Hygiene 

No  historical  sketch  of  the  social  work  of  the  Division  of  Mental  Hygiene 
can  be  written  without  including  much  of  the  history  of  the  State  Habit 
Clinics  as  a  whole,  their  establishment,  aims,  ideals,  early  struggles,  and 
changing  and  enlarging  geographical  areas. 

The  Division  of  Mental  Hygiene  was  established  in  the  Massachusetts 
Department  of  Mental  Diseases  on  June  8,  1922  by  an  amendment  to 

Chapters  19  and  123  of  the  General  Laws  to  "  take  cognizance  of 

all  matters  affecting  the  mental  health  of  the  citizens  of  the  Common- 
wealth, and  shall  make  investigations  and  inquiries  relative  to  all  causes 
and  conditions  that  tend  to  jeopardize  said  health  .  .  .  . "  Further 
amendments  gave  authority  for  the  establishment  of  out-patient  clinics. 
Dr.  Douglas  A.  Thorn  was  appointed  Director  of  the  Division. 

I  shall  not  deal  here  with  the  broad  field  of  research  accomplished  by 
the  Division  nor  with  the  out-patient  clinics  established  throughout  the 
State,  but  confine  myself  to  the  work  of  the  Habit  Clinics  for  children  of 
pre-school  age,  which  were  established  in  June  1923,  one  year  after  the 
Division  of  Mental  Hygiene  came  into  being.  The  Director,  Dr.  Thorn, 
had  for  two  years  previous  to  that  been  conducting  Habit  Clinics  in  settle- 
ments and  health  centers  and  being  convinced  of  their  value  visualized  a 
similar  service  on  a  state-wide  basis. 

It  is  significant  that  tfiis  work  was  established  in  the  Department  of 
Mental  Diseases  rather  than  in  that  of  Criminology  as  is  the  case  in 
Illinois.  This  shifts  the  emphasis  from  the  prevention  of  crime  to  the 
prevention  of  personality  and  mental  disorders. 

The  purpose  of  the  Habit  Clinic  was  a  positive  and  preventive  one.  It 
was  hoped  that  through  the  establishment  of  healthy  habits,  physical, 
mental,  and  emotional,  in  the  early  formative  years  of  a  child's  life,  that 
the  child  would  be  better  equipped  to  meet  adequately  the  strain  and  stress 
of  adolescence  and  adult  years.  Very  wisely,  however,  no  hard  and  fast 
rules  were  laid  down  in  regard  to  the  age  of  the  children  coming  to  the 
Habit  Clinic,  as  in  many  communities  the  Habit  Clinic  was  the  only 
resource  for  child  guidance  and  physicians,  nurses,  schools  and  parents 
requested  service  for  many  children  of  grammar  school  age. 

Only  children  of  normal  mental  equipment  were  eligible  for  service. 

The  types  of  problems  have  been  almost  unlimited,  but  there  has  been 
a  decided  preponderance  of  problems  connected  with  the  training  of  children 
in  good  physical  habits  pertaining  to  eating,  sleeping  and  elimination  which 
are  the  problems  of  early  childhood.  This  is  interesting  in  view  of  the  fact 
that  about  64%  of  the  cases  have  been  of  school  age. 

Some  idea  of  the  proportion  in  which  different  types  of  problems  are 
referred  may  be  gained  from  those  referred  during  the  past  year  as  follows : 
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Per  Cent 


Special  Disabilities   1 

Personality  Defect   4 

Psychiatric  Consultation   7 

Pre-delinquent  problems   8 

Neurotic  Disorders   23 

Habit  Disorders   57 


The  administration  of  the  clinics  has  been  from  a  central  office  at  the 
State  House  and  later  in  temporary  quarters  at  22  Beacon  Street,  Boston, 
from  December  15,  1930  to  July  27,  1934,  but  all  clinics  have  been  held  in 
hospitals,  health  centers,  settlements,  and  school  buildings  in  the  various 
communities  being  served. 

Unless  otherwise  specified,  clinics  are  held  in  each  center  one  half  day  a 
week. 

In  the  ten  year  period,  clinics  have  been  established  in  seventeen  centers. 
These  were  not  all  carried  on  permanently,  however,  and  the  number  being 
operated  at  any  one  time  has  varied  from  year  to  year,  but  the  average  has 
been  nine.  Some  were  established  for  demonstration  only  and  were  con- 
tinued through  local  resources  or  other  branches  of  the  Department.  A  few 
were  closed  for  lack  of  community  interest  or  because  the  community  did 
not  seem  ready  for  a  mental  hygiene  program. 

For  the  sake  of  conformity  with  the  annual  reports  of  the  Department 
of  Mental  Diseases  any  clinic  year  referred  to  hereafter  will  designate  the 
period  from  December  first  of  one  year  to  December  first  of  the  following 
year.  The  first  clinic  year  would  therefore  be  from  December  1,  1922  to 
December  1,  1923  but  in  reality  only  covers  six  months,  as  no  clinics  were 
established  until  June  1923. 

The  first  three  clinics  were  in  Boston;  in  East  Boston,  the  North  End 
and  in  Roxbury.  The  following  year  1923-1924,  four  more  clinics  were 
added:  one  at  the  West  End  Health  Unit  in  Boston,  which  is  still  in  opera- 
tion but  now  in  the  new  George  M.  White  Memorial  Health  Unit;  one  at 
the  Lynn  General  Hospital,  which  in  1926  was  transferred  to  the  auspices 
of  Danvers  State  Hospital;  one  at  the  Lawrence  General  Hospital,  which 
is  still  large  and  active;  and  one  in  Springfield  in  the  headquarters  of  the 
Visiting  Nurse  Association. 

The  Springfield  Clinic  was  started  with  the  idea  of  demonstrating  to  the 
community  what  could  be  contributed  by  such  a  clinic.  When  this  was 
accomplished  the  Mental  Hygiene  staff  withdrew.  Arrangements  were 
made  with  Dr.  Morgan  B.  Hodskins,  Superintendent  of  the  Monson  State 
Hospital  at  Palmer,  to  carry  on  with  the  aid  of  a  social  worker  whose  salary 
was  financed  by  social  agencies  in  the  community. 

From  1924-1925,  four  additional  clinics  were  opened:  one  more  in 
Boston  at  the  Boston  Dispensary.  This  made  a  total  of  three  in  Boston 
for  two  had  been  discontinued  by  the  Division,  that  at  Maverick  Dispen- 
sary in  East  Boston  being  served  by  a  psychiatrist  from  the  Psychopathic 
Hospital  with  the  social  worker  of  the  Dispensary  caring  for  the  necessary 
social  work,  and  that  at  the  Roxbury  Neighborhood  House  being  closed. 

Three  interesting  clinics  were  opened  in  other  cities:  a  full  time  treat- 
ment clinic  at  the  Lowell  Corporation,  a  monthly  diagnostic  clinic  in  the 
school  department  in  Reading,  which  in  1930  became  bi-monthly  and  in 
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1931-2  a  weekly  treatment  clinic,  and  another  at  the  Health  Unit  in 
Beverly. 

The  last  named  center  presented  an  exceptionally  challenging  situation 
from  the  point  of  view  of  the  number  of  cases  referred  and  the  efficient  and 
whole  hearted  cooperation  of  the  public  health  nurses.  It  was  with  regret 
that  this  clinic  was  relinquished  to  the  care  of  the  Danvers  State  Hospital 
on  April  13,  1932. 

The  Lowell  Clinic  after  three  years  service  withdrew  as  there  was  another 
psychiatric  clinic  in  the  community  and  the  service  of  the  Habit  Clinic  did 
not  seem  sufficiently  in  demand. 

In  1925-1926  saw  the  beginning  of  the  clinic  work  in  Quincy,  which  is 
now  the  largest  Habit  Clinic  outside  of  Boston,  as  it  serves  the  whole  South 
Shore.  The  clinic  was  first  held  in  the  Quincy  Dispensary  but  later  it  was 
transferred  to  the  Woodward  Institute,  an  endowed  school  that  was  more 
centrally  located  and  where  large  groups  of  mothers  gathered  with  their 
children  for  the  Well  Baby  Clinics  of  the  local  health  department. 

In  1927-1928,  the  Habit  Clinic  at  the  New  England  Hospital  for  Women 
and  Children  was  taken  on  by  the  Division  of  Mental  Hygiene  from  the 
auspices  of  the  privately  financed  Habit  Clinics,  which  wished  to  relinquish 
that  station  because  of  the  centralization  of  their  work  at  48  Rutland  Street, 
Boston. 

The  clinic  at  the  North  End  Health  Unit  was  closed  in  July  1928  but  in 
October  of  the  same  year,  it  was  reopened  as  the  North  End  Consultant 
Clinic  in  the  quarters  of  the  School  for  Habit  Training  of  the  North  Bennet 
Street  Industrial  School.  It  was  combined  with  the  West  End  Clinic  in 
October  1929,  as  it  was  felt  that  the  people  of  the  North  End  could  use  the 
facilities  at  the  West  End. 

In  July  1928,  a  new  type  of  service  was  begun,  that  of  an  advisory  clinic 
in  the  State  Sanatorium  for  tuberculosis  at  North  Reading.  Though  only 
a  monthly  service  for  diagnosis  and  advice  it  has  proved  a  valuable  adjunct 
to  the  carefully  planned  medical  program  and  is  still  functioning  as  such. 

In  1928-1929,  another  clinic  was  established,  this  time  to  the  south  of 
Boston,  at  the  Norwood  General  Hospital,  which  is  the  medical  center  for 
that  district.  This  was  quite  a  departure  in  policy  for  the  Norwood  Hospital, 
as  it  was  a  private  hospital  with  no  out-patient  service. 

The  following  year,  no  new  clinics  were  established  but  the  nine  already 
in  operation  continued  their  work. 

In  1930-1931,  it  was  again  decided  to  establish  demonstration  clinics  in 
the  western  part  of  the  State.  Northampton  and  Holyoke  were  the  centers 
chosen.  The  clinics  were  enthusiastically  received  and  at  the  end  of  six 
months,  in  December  1931,  were  transferred  to  the  auspices  of  the  North- 
ampton State  Hospital.  This  was  not  a  complete  change  as  the  social  work 
in  the  Northampton  Clinic  had  from  the  first  been  done  by  a  social  worker 
from  the  Northampton  State  Hospital. 

In  January,  1932,  the  Lowell  Clinic  was  reopened  because  of  the  repeated 
requests  from  that  city.  Clinics  were  held  in  the  School  Clinic  building 
but  plans  were  made  and  later  carried  out  of  moving  to  the  Lowell  General 
Hospital,  where  it  now  works  and  prospers. 
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In  March,  1933,  one  other  change  was  made  in  that  the  clinic  at  Boston 
Dispensary  was  increased  from  one  to  two  clinic  sessions  a  week  in  order 
to  meet  the  demands  for  its  services. 

At  the  present  date,  the  following  Habit  Clinics  are  in  operation:  three 
in  Boston  at  Boston  Dispensary,  New  England  Hospital  for  Women  and 
Children  and  the  West  End  Health  Unit,  and  six  in  other  cities,  Lawrence, 
Lowell,  North  Reading,  Norwood,  Quincy  and  Reading.  It  will  be  noted 
that  six  are  held  in  hospitals,  two  in  schools  and  one  in  a  City  Health  Unit. 
It  may  also  be  noted  that  the  clinics  themselves  are  all  at  the  present  time 
held  within  a  radius  of  about  twenty-eight  miles  from  Boston,  but  the 
service  extends  farther  than  that,  as  each  clinic  serves  not  only  the  city  in 
which  it  is  held  but  many  surrounding  communities.  The  patients  attend- 
ing the  Boston  clinics  probably  come  from  even  a  wider  area  than  those 
attending  clinics  in  other  cities.  The  factor  of  distances  covered  by  all 
members  of  the  staff  must  be  kept  clearly  in  mind  in  considering  the  clinic 
work,  especially  that  of  the  social  service.  Another  interesting  factor  is 
the  type  of  persons  or  groups  of  persons  who  avail  themselves  of  the  clinic 
services  in  different  communities.  A  study  of  the  sources  of  cases  over  a 
period  of  several  years  shows  that  hospitals,  community  nurses,  public 
school  systems,  family  physicians  and  parents  or  personal  friends  of  the 
patients  are  those  who  most  frequently  avail  themselves  of  the  clinics' 
services.  The  sources  for  the  past  three  years  show  the  following  percentages 


Per  Cent 

Health  Agencies  35 

Schools  29 

Relatives  and  friends  23 

Physicians  4 

Children's  Agencies  3 

Family  Agencies  3 

Chosen  by  Clinic  Staff   .  .2 

Settlement  1 


Perhaps  before  launching  forth  on  the  work  of  the  social  service,  it  would 
be  well  to  define  the  position  that  psychiatric  social  workers  hold  among 
the  clinic  personnel,  which  consists  of  one  full  time  and  three  part  time  psy- 
chiatrists, four  part  time  psychologists,  one  part  time  specialist  in  problems 
of  speech  and  six  psychiatric  social  workers.  As  in  medical  social  work, 
executive  authority  lies  in  the  hands  of  the  medical  staff,  in  this  case  the 
psychiatrist.  Dr.  Douglas  A.  Thorn  has  continued  as  the  Director  of  the 
Division  since  its  establishment  in  1922.  The  Chief  of  Social  Service  is 
responsible  to  the  Director  of  the  Division  of  Mental  Hygiene,  but  in  matters 
of  social  service  policy  is  also  responsible  to  Miss  Hannah  Curtis,  Director 
of  the  Division  of  Social  Service  of  the  Department  of  Mental  Diseases. 

With  the  expansion  of  the  clinic  service,  there  has  necessarily  been  an 
expansion  in  clinic  personnel  so  that  from  having  the  services  of  one  social 
worker  for  the  first  ten  months,  there  are  now  six  well  trained  psychiatric 
social  workers,  four  doing  full  time  clinic  work  and  one  half  time  clinic  and 
half  time  research  work,  and  one  doing  full  time  research  on  Habit  Clinic 
cases. 
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The  Habit  Clinic  as  a  whole  and  the  social  service  in  particular  owes  much 
to  the  vision  not  only  of  the  Director  but  to  the  first  social  worker,  Bertha 
Capen  Reynolds,  who  writes  of  the  first  two  years  of  the  work  as  follows: 

"When  the  habit  clinics  for  preschool  children  were  organized  under 
this  Division,  there  was  already  the  experience  of  some  two  years  in  Dr. 
Thorn's  work  in  clinics  organized  at  certain  health  centers  and  first  sup- 
ported by  a  grant  from  the  Federal  Children's  Bureau  administered  through 
the  Baby  Hygiene  Association  which  later  became  part  of  the  Community 
Health  Association.  That  experience  had  demonstrated  that  a  contact 
with  parents  on  the  so-called  minor  problems  of  children  could  aid  in  setting 
in  a  healthy  way,  rather  than  an  unhealthy  one,  the  formation  of  the  habits 
upon  which  much  of  life  is  based.  In  trying  to  develop  this  as  a  service 
under  state  auspices,  we  had  no  assistance  in  printed  literature,  and  one  of 
our  tasks  was  to  make  our  own  tools  in  the  sense  of  preparing  leaflets  which 
could  be  used  to  give  parents  an  understanding  of  some  of  the  simple  aspects 
of  child  training.  We  also  had  the  interesting  problem  of  determining  how 
mental  hygiene  concepts  could  be  adapted  to  the  customs  and  habits  of 
thought  of  various  nationality  groups.  An  outstanding  thing  which  we 
learned  early  was  that  the  Neighborhood  House  approach  to  the  thinking  of 
parents  was  a  more  useful  one  than  that  to  which  social  case  workers  are 
accustomed.  I  mean  by  that,  that  to  think  in  terms  of  the  normal  life  of 
the  neighborhood,  rather  than  in  terms  of  acute  problems  to  be  solved,  gave 
a  better  perspective  for  habit  clinic  work.  While  we  were  very  conscious 
that  our  work  should  be  under  medical  auspices,  and  for  that  reason  often 
had  clinics  in  health  stations  or  hospitals,  we  did  not  lose  sight  of  the  fact 
that  it  was  largely  educational  and  that  it  might  not  be  possible  in  every 
case  to  make  a  diagnosis  of  abnormality  in  order  to  see  something  which 
might  usefully  be  done  to  help  parents  give  the  child  a  better  start." 

The  functions  of  the  social  service  have  been  many  and  varied  but  on  the 
whole  fall  into  five  categories. 

1.  Social  case  work 

2.  Clinic  management 

3.  Keeping  of  records  and  statistics 

4.  Educational  work 

5.  Research 

Social  case  work  comes  first  as  the  primary  function  of  the  social  service. 
The  term  social  case  work  covers  such  a  large  field  of  activity  that  it  might 
well  be  used  to  cover  the  other  functions  listed  above.  The  aim  of  social  service 
in  every  case  is  to  aid  the  individual  in  his  adjustment  to  life,  himself  and 
the  community,  and  in  so  doing  the  community  benefits  from  each  adjusted 
individual  and  the  world  at  large  by  the  body  of  knowledge  and  experience 
gathered.  The  special  field  of  the  social  case  worker  has  always  lain  in  the 
environment,  and  in  her  attempts  to  aid  a  child  in  his  adjustment  to  life, 
she  considers  how  much  the  child  can  or  should  adjust  to  the  environment 
as  it  is,  or  whether  his  undesirable  behavior  is  really  an  S.O.S.  for  aid  in  an 
undesirable  environment.  The  reader  will  probably  ask  what  is  meant  by 
the  term  undesirable  environment,  for  he  doubtless  knows  children  brought 
up  in  comfortable,  even  cultured  homes,  who  have  had  excellent  oppor- 
tunities in  life  and  yet  present  most  undesirable  behavior  patterns.  Psy- 
chiatry and  psychology  have  done  much  to  clarify  the  social  case  worker's 
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understanding  of  what  the  really  vital  factors  in  a  child's  environment  are. 
The  actual  necessities  of  food,  shelter  and  clothing  are  vital,  very  vital  to 
the  physician  and  mental  health  of  any  child,  but  after  that,  and  some 
would  say  before  that,  the  personalities  with  whom  he  comes  in  contact 
are  the  primary  considerations. 

For  this  reason,  the  social  case  worker  studies  the  environment  carefully 
from  many  angles.  After  the  social  worker's  first  contact  with  the  child 
and  parent  at  clinic,  she  visits  his  home  by  appointment.  This  gives  her 
an  opportunity  to  see  just  what  kind  of  a  home  and  neighborhood  the  child 
lives  in,  to  learn  whether  he  has  the  physical  necessities  of  life,  what  kind 
of  personalities  he  is  in  daily  or  frequent  contact  with,  what  play  and 
educational  opportunities  he  has,  what  methods  of  training  and  discipline 
are  used  and  his  reaction  to  them  and  to  his  family  relationships.  If  the 
child  is  attending  a  school  of  any  kind,  nursery,  kindergarten  or  grammar 
school,  the  social  worker  gets  permission  from  the  parents  to  consult  with 
his  teacher  and  to  see  the  place  where  so  much  of  the  child's  life  is  spent. 
The  child's  relationship  to  teacher  and  schoolmates  may  be  of  almost  equal 
importance  with  those  in  his  home.  With  the  information  thus  gathered 
from  home  and  school,  the  social  worker  retires  to  her  office  for  thoughtful 
consideration  of  all  she  has  seen  and  heard.  Apart  from  recording  of  this 
information  so  that  it  may  be  available  to  the  other  members  of  the  staff, 
as  their  information  is  to  her,  and  for  future  studies,  her  primary  use  of  it 
is  to  assemble  and  analyze  the  facts  in  the  situation  that  are  aiding  the  child 
in  normal  growth  and  development  and  those  which  are  hindering  it.  On 
the  basis  of  this  analysis,  a  tentative  plan  of  treatment  is  made  and  later  in 
consultation  with  the  other  members  of  the  staff  and  after  talk  with  the 
family,  it  may  be  changed  or  modified. 

The  diffiulties  found  in  the  lives  of  many  children  are  manifold,  often 
there  are  severe  deprivations  in  many  fields:  in  the  actual  necessities,  in 
opportunities  for  adequate  play  or  social  life,  in  the  educational  oppor- 
tunities that  a  particular  child  needs,  in  some  physical  disability,  in  the  loss 
of  one  parent,  or  rejection  by  one  or  both  parents,  etc.  In  other  cases, 
instead  of  deprivations,  it  is  a  case  of  too  much  of  certain  things  that  may  be 
good  in  themselves  but  very  harmful  when  present  in  undue  proportion. 
In  this  category  would  fall  care  and  training  by  several  persons  who  dis- 
agreed in  fundamental  principles  of  training.  Another  is  the  catering  of 
adults  to  every  passing  whim  of  the  child,  adults  who  do  too  much  for  the 
child,  thus  depriving  him  of  growth  in  dependence  on  his  own  efforts,  and 
over-solicitude  regarding  his  physical  care  and  health. 

The  social  worker's  plan  will  usually  be  on  the  line  of  filling  in  the  depri- 
vations and  securing  new  opportunities  for  the  child's  growth.  In  dealing 
with  the  family,  the  social  worker  has  to  be  careful  to  encourage  them  in 
thinking  through  their  own  problems,  making  suitable  plans  and  carrying 
them  out.  The  social  worker  who  rushes  off  to  the  school  to  secure  some 
special  right  or  privilege  for  a  child,  when  the  school  has  been  wanting  and 
seeking  an  opportunity  to  deal  with  the  family,  is  doing  a  piece  of  unjusti- 
fiable interference,  and  is  denying  the  parents  and  school  a  bond  of  under- 
standing and  future  helpfulness.  The  social  worker,  of  course,  puts  at  the 
disposal  of  the  client  her  fund  of  knowledge  of  resources  such  as  relief,  child- 
placing  or  family  agencies,  clubs,  neighborhood  houses,  camps,  educational, 
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recreational  and  legal  agencies  and  actually  makes  the  applications  herself 
if  it  seems  more  desirable  than-  having  the  client  do  it.  A  sound  rule  to 
follow  is  never  to  do  for  a  client  what  he  can  do  equally  well  for  himself.  It 
hardly  behooves  the  social  worker  who  is  advising  the  client  to  let  his  child 
grow  through  self-care  and  experience  to  use  the  opposite  methods  in  her 
own  dealings  with  the  client. 

As  it  has  been  previously  stated,  the  child's  relationships  to  others  and 
theirs  to  him  are  very  vital  and  more  often  than  not  appear  to  be,  together 
with  unwise  methods  of  training,  the  real  root  of  his  undesirable  behavior. 
In  many  cases,  therefore,  the  social  worker's  chief  contribution  is  made  in 
bringing  to  light  in  the  course  of  history-taking  the  weak  points  in  the 
family  or  school  situation.  In  many  cases,  the  giving  of  insight  to  parent 
and  child  is  done  chiefly  by  the  psychiatrist  who  also  prescribes  needed 
changes  in  methods  of  training.  In  other  cases,  however,  the  more  theoreti- 
cal approach  of  the  psychiatrist  to  the  problem  is  not  fully  grasped  by  the 
parent  and  the  social  worker  may  continue  visits  in  the  home  to  demonstrate 
from  the  actual  management  of  certain  situations,  such  as  food  capricious- 
ness  or  temper  tantrums  just  how  they  can  be  effectively  handled.  Other 
parents  need  the  moral  support  and  courage  given  through  the  worker's 
visit  as  for  example  in  the  case  of  food  capriciousness  when  the  parent  is 
trying  to  follow  out  directions  given  at  clinic  but  is  in  danger  of  weakening 
because  relatives  or  neighbors  criticize  or  fore-tell  dire  results  of  what  seems 
to  them  drastic  treatment  such  as  letting  the  child  who  refuses  to  eat  go 
without  food  until  the  next  meal  time. 

The  second  social  service  function  mentioned  is  that  of  clinic  manage- 
ment. This  is  an  important  part  of  the  social  worker's  duties  for  a  number  of 
reasons.  It  gives  the  social  worker  an  opportunity  to  make  first  contacts  in 
every  case,  to  steer  the  client  elsewhere  if  some  other  agency  could  meet  his 
needs  better,  and  to  explain  her  projected  visit  to  the  home  and  school  in 
each  full  service  case.  It  keeps  her  in  touch  also  with  the  work  that  the  rest 
of  the  staff  are  doing  on  the  case.  Consultations  can  be  held  on  the  spot 
and  new  plans  be  put  into  operation  without  delay.  Then  too  the  clinic 
is  the  natural  place  for  workers  of  local  agencies  to  have  an  opportunity  to 
talk  with  the  social  worker.  This  last  consideration  is  an  important  one  in 
view  of  the  fact  that  the  only  clinic  office  is  in  Boston  and  the  clinic  worker 
is  therefore  not  so  easily  accessible  to  workers  in  cities  that  are  as  much  as 
twenty-eight  miles  away. 

The  third  function  of  the  social  service  is  that  of  keeping  records  and 
statistics.  The  form  of  records  has  been  revised  from  time  to  time  to  meet 
newly  felt  needs  and  there  has  been  constant  self-criticism  and  effort  to  im- 
prove the  method  of  recording  material.  The  recording  of  treatment  is  an 
especially  knotty  problem.  The  use  of  the  record  in  social  case  work  has 
been  already  referred  to  and  its  use  in  research  hinted  at. 

The  fourth  function  of  social  service,  that  of  educational  work,  is  a  broad 
one.  Miss  Reynolds  refers  to  the  share  the  social  service  had  in  helping  to 
formulate  the  original  Habit  Clinic  Leaflets  for  publication.  These  were 
later  translated  into  various  languages. 

Further  literature  on  child  training  has  since  been  contributed  by  the 
Director  and  other  members  of  the  staff.  Two  studies  by  the  first  chief  of 
social  service,  Bertha  Capen  Reynolds,  were  published  in  the  Bulletin  of  the 
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Massachusetts  Department  of  Mental  Diseases  on  the  following  subjects: 
"Interpretation  of  the  Social  Work,  Division  of  Mental  Hygiene",  April 
1924,  and  "Environmental  Handicaps  of  Four  Hundred  Habit  Clinic  Chil- 
dren", October  1926. 

So  much  for  literature,  which  is  only  part  of  the  educational  program 
carried  on  by  all  branches  of  the  staff.  Talks  to  groups  of  teachers,  parents, 
women's  clubs  and  radio  audiences  are  another  method  of  spreading  mental 
hygiene  concepts  throughout  the  State.  To  some  extent  the  dramatic 
abilities  of  the  staff  have  been  utilized  in  playlets  and  moving  pictures 
showing  in  simple  form  the  actual  working  out  of  a  case  and  the  interplay  of 
the  clinic  and  the  family  of  the  young  patient.  Lecturing  to  university 
extension  and  hospital  groups,  nurses'  training  classes,  etc.  has  also  been 
done. 

All  these  methods  of  trying  to  reach  humanity  wholesale  by  literature  or 
even  in  highly  selected  groups  such  as  some  mentioned  above  cannot  be 
considered  by  the  social  case  workers  as  their  primary  function.  From  the 
first,  dealing  with  the  individual  in  his  own  social  setting  has  been  the  chief 
method  of  education.  The  effects  of  educational  work  in  even  one  family 
may  have  more  far  reaching  results  in  the  final  analysis,  than  a  similar 
amount  of  time  spent  in  lecturing  or  writing.  The  reason  for  this  seems  to 
the  author  to  be  the  fact  that  if  the  educational  work  with  a  specific  family 
has  been  effectual,  an  actual  change  in  the  lives  of  some  members  of  the 
family  must  have  been  effected  and  their  changed  attitudes  and  actions 
would  undoubtedly  bear  a  more  compelling  message  to  the  community  than 
any  amount  of  reading  or  lecture-going. 

In  the  past  the  clinics  have  been  used  as  a  training  center  for  the  students 
of  the  Smith  College  School  for  Social  Work  and  the  Simmons  College 
School  of  Social  Work,  and  for  medical  students  from  the  National  Com- 
mittee for  Mental  Hygiene  and  the  Rockefeller  Foundation.  At  the  present 
time  the  clinics  are  being  used  as  an  observation  and  training  center  for 
students  from  Tufts  College  Medical  School. 

An  important  part  of  the  student's  training  has  come  through  attendance 
at  the  weekly  conferences  of  the  whole  staff  and  through  those  of  the  social 
service  department.  The  weekly  conferences  as  well  as  the  clinics  have  been 
visited  by  students  from  various  foreign  countries,  for  the  purpose  of  learning 
Habit  Clinic  procedure  and  methods.  These  staff  meetings  have  also  served 
to  keep  the  State  and  the  privately  financed  Habit  Clinics  in  close  touch. 
The  staff  members  of  both  organizations  take  an  equal  responsibility  for 
the  presentation  of  papers  and  discussion. 

During  the  early  years  of  the  clinics,  treatment  rather  than  research  was 
stressed  but  in  1930  two  research  workers  were  added  to  the  social  staff 
and  one  case  worker  began  to  give  one-half  her  time  to  research  projects. 
One  of  the  full  time  research  workers  had  a  temporary  appointment  only 
and  at  the  end  of  five  months  left  to  accept  work  with  the  privately  financed 
Habit  Clinic  at  48  Rutland  Street,  Boston. 

Numerous  projects  have  been  carried  on  by  these  research  workers,  fre- 
quently in  collaboration  with  the  psychiatric  and  psychological  members 
of  the  staff.  The  following  studies  were  published  recently  in  the  Bulletin 
of  the  Massachusetts  Department  of  Mental  Diseases: 

Arthur  Berk,  M.D.;    Leonore  Lane,    B.A.     Myrtle  C.  Tandy, 
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B.A.  "Personality  Study  of  One  Hundred  Parents  of  Habit  Clinic  Chil- 
dren" April  1933. 

Leonore  Lane,  B.A.;  Myrtle  C.  Tandy,  B.A.  "A  Follow-up  of  Study 
Pre-delinquent  Children  Who  were  Habit  Clinic  Patients  before  the  Age  of 
Ten"  April  1933. 

Myrtle  C.  Tandy,  B.A. ;  Leonore  Lane,  B.A.  "Correlation  of  the 
Problems  of  Habit  Clinic  Children  with  the  Problems  of  Their  Parents" 
April  1933. 

To  the  research  branch  of  the  social  service  has  fallen  also  the  task  of 
coding  all  cases  by  the  Powers  Coding  Card  arrangement,  installed  in  the 
Department  of  Mental  Diseases  in  1927.  By  the  use  of  this  system,  prac- 
tically all  the  salient  facts  in  the  clinic  cases  could  be  indexed,  so  that  at 
any  time  cases  presenting  certain  factors  could  be  rapidly  sorted  and  made 
available  for  research  purposes. 

Every  case  accepted  by  the  clinics  goes  through  the  social  service  depart- 
ment, but  not  all  are  given  the  same  type  of  service.  In  recent  years,  no 
record  has  been  kept  of  cases  that  were  not  admitted  to  clinic.  The  great 
majority  of  the  cases  received  Full  Service,  that  is  complete  psychiatric, 
psychological  and  social  study,  followed  by  treatment  by  the  whole  clinic 
staff.  A  small  number  of  cases  are  accepted  for  cooperative  service,  that  is 
the  child  receives  full  study  and  treatment  but  the  responsibility  for  the 
social  treatment  is  carried  by  the  agency  referring  the  child.  Frequently 
even  in  cooperative  cases,  the  clinic  social  worker  takes  the  history  in  the 
home  and  thereafter  is  in  a  better  position  to  counsel  with  the  worker  of 
the  other  agency  regarding  subsequent  treatment.  The  third  category  is 
Slight  Service  cases.  These  are  the  ones  that  come  for  diagnosis  and  recom- 
mendations only.  They  include  those  cases  where  a  diagnosis  of  feeble- 
mindedness has  been  made  and  they  are  therefore  automatically  closed  and 
referred  to  the  Division  of  Mental  Deficiency.  In  the  year  1932-1933, 
cases  receiving  Full  Service  comprised  86  per  cent,  Cooperative  Service 
5  per  cent  and  Slight  Service  9  per  cent  of  the  total  new  cases. 

Each  assistant  social  worker  on  the  case  work  staff  is  responsible  for  clinic 
management  and  social  case  work  in  two  clinic  centers.  This  involves  the 
carrying  of  large  case  loads  although  an  earnest  attempt  is  made  to  keep 
them  down  to  forty  cases  in  each  center. 

During  the  first  five  years  of  the  clinic  it  was  customary  for  the  social 
worker  to  do  a  social  study  in  the  home  before  the  child  came  to  clinic. 
This  was  discontinued  in  1929  because  it  was  found  that  many  children  were 
referred  by  hospitals  and  social  agencies  without  the  understanding  or 
interest  of  the  family  having  been  obtained.  This  resulted  in  the  social 
worker  making  calls  on  many  who  never  came  to  clinic.  It  was  therefore 
decided  that  the  clinic  should  take  no  responsibility  for  any  case  until  the 
family  had  shown  its  interest  in  obtaining  clinic  service  by  first  bringing 
the  child  to  the  clinic. 

During  the  ten  and  a  half  years  period  that  the  Habit  Clinics  have  been 
in  operation,  about  5,000  cases  have  received  clinic  service.  It  is  impossible 
to  evaluate  just  what  has  been  accomplished  in  these  cases,  because  chil- 
dren's personalities  are  growing  and  changing.  Then,  too,  there  is  no  way 
of  isolating  the  results  of  the  clinic  contact  from  the  mass  of  other  influences 
constantly  being  brought  to  bear  upon  the  child  from  within  and  without. 
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At  the  best,  any  attempt  at  evaluation  must  be  largely  a  subjective  matter 
and  is  only  in  an  experimental  stage.  For  some  time  the  social  service  on 
closing  each  case  has  tried  to  sum  up  the  results  of  treatment.  In  this 
summary  are  considered  not  only  the  improvement  in  the  child's  sympto- 
matic behavior  but  also  the  modification  of  the  causative  factors  and  of  the 
destructive  attitudes  on  the  part  of  the  child  and  those  in  his  immediate 
environment.  How  lasting  these  apparent  results  of  treatment  will  be  no 
one  can  say.  Follow-up  studies  of  different  type  of  cases  have  been  made 
by  the  research  workers  and  the  results  have  been  encouraging. 

The  Habit  Clinics  as  part  of  the  Department  of  Mental  Diseases  represent 
a  center  where  members  of  the  staff  of  state  hospitals  and  schools  have 
received  training  in  child  guidance  work.  The  clinics  have  served  as  an 
inspirational  source  that  many  have  turned  to  for  encouragement  and  ad- 
vice. They  have  been  the  nucleus  around  which  the  child  guidance  work 
of  the  whole  department  has  operated.  Its  influence  has  not  been  confined 
to  the  State>  however,  but  has  spread  throughout  the  country.  Those  who 
received  training  and  experience  in  the  Habit  Clinics  have  gone  out  into 
various  fields  with  the  inspiration  received  in  there.  The  simplicity  of  its 
organization  has  served  as  a  pattern  for  those  about  to  establish  similar 
work  in  this  country  and  abroad.  The  experience  gained  in  the  Habit 
Clinics  has  been  the  inspiration  and  foundation  for  the  writing  and  teaching 
done  by  the  staff. 

The  future  of  child  guidance  and  Habit  Clinics  is  problematical.  Much 
of  the  work  in  the  cases  of  simple  habit  training  are  now  being  treated  by 
pediatricians,  nurses,  and  social  workers,  and  this  will  doubtless  be  in- 
creasingly the  case  in  time  to  come.  It  is  probable,  however,  that  the 
demand  for  the  specialized  services  of  child  guidance  clinics  will  increase 
rather  than  decrease,  as  nowhere  else  are  co-ordinated  the  services  of 
specialists  in  the  psychiatric,  psychological  and  social  service  fields  for  the 
study  and  treatment  of  the  whole  child. 

The  future  of  psychiatric  social  work  is  equally  problematical,  especially 
in  its  relation  to  psychiatry.  Social  work  owes  much  to  psychiatry  but 
feels  the  need  of  more  freedom  in  working  out  social  problems.  Because 
the  social  worker  sees  that  so  many  of  the  social  ills  are  caused  by  problems 
of  personality,  her  interest  is  swinging  more  and  more  to  the  treatment  of 
personality  difficulties  rather  than  a  manipulation  of  the  environment.  Her 
attempt,  therefore,  is  to  reach  the  real  seat  of  the  difficulty  rather  than  to 
do  a  piece  of  palliative  work  in  the  environment.  There  is  danger,  however, 
if  this  attitude  is  carried  too  far.  Who  can  deny  that  what  appears  to  be 
only  a  palliative  social  measure  may  not  cut  the  Gordian  knot  that  is 
impeding  the  progress  of  some  individual  or  family. 
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EFFECTIVENESS  IN  STATE  HOSPITAL  SOCIAL  SERVICE 
By  Florence  E.  Armstrong,  Head  Social  Worker, 
Boston  State  Hospital 

Too  often  we  hear  the  charge  that  State  Hospital  social  service  is  ineffec- 
tual. Shall  we  dismiss  it  as  the  statement  of  malicious  or  careless  persons? 
Shall  we  say  that  our  critics  simply  do  not  comprehend  the  purpose  and 
functions  of  our  work?  Or  shall  we  admit  that  the  charge  may  contain  a 
modicum  of  truth?  A  little  humble  self-examination  may  prove  both  whole- 
some and  beneficial,  and  during  the  process  we  may  find  some  explanations 
to  nagging  troubles,  and  perchance  discover  a  new  trail  through  our  bewil- 
derment. 

The  following  considerations  I  submit  from  my  own  experience  for  those 
social  workers  in  State  Hospitals  who  like  myself  have  had  their  moments 
when  they  felt  there  might  be  some  justice  in  the  objectionable  charge  of 
ineffectualness.  Something  simply  had  to  be  done  about  the  state  of  affairs. 
From  time  to  time  it  has  appeared  as  if  we  had  gotten  nowhere,  were  getting 
nowhere,  but  still  it  has  seemed  that  we  were  going  somewhere.  Just  going 
somewhere  is  not  much  to  boast  of,  because  the  end  of  the  journey  may  be 
the  beginning  of  a  circle  or  it  may  be  a  hopeless  morass,  far  away  from  that 
high  goal  we  set  out  for. 

The  goal,  as  I  conceive  of  it,  differs  from  the  ideal,  since  the  latter  in  its 
very  nature  must  always  be  unattainable.  But  the  goal  is  a  good,  solid, 
substantial,  practical  affair,  something  that  other  people  besides  ourselves, 
even  our  critics,  may  see  and  respect.  I  am  not  going  to  attempt  to  give  a 
pointed  definition  of  the  goal  of  State  Hospital  social  service.  That  requires 
a  lengthy  discussion  in  itself,  and  my  purpose  here  is  a  somewhat  different 
one.  But  in  order  to  make  my  point  of  view  clear  as  regards  effectiveness 
in  our  social  service,  I  shall  submit  a  broad  definition  with  which  I  feel 
nobody  will  quarrel  and  on  which  I  believe  anyone  can  hang  all  her  particular 
ideas  quite  comfortably  without  altering  the  original. 

Doubtless  all  State  Hospital  social  workers  have  the  same  goal.  It  may 
take  various  forms  of  definition,  but  that  is  unimportant,  for  words  are  poor 
conveyors  of  the  spirit.  It  certainly  has  different  local  forms  of  practical 
expression,  and  that  is  especially  important  to  understand.  The  outer  face 
of  the  work  in  one  hospital  may  present  an  aspect  totally  unlike  that  of  its 
neighbor  hospitals.  The  State  Hospitals  in  Massachusetts  differ  as  to  size 
and  population,  as  to  admission  and  discharge  rates.  Their  service  to  the 
patients  differs  accordingly  so  that  the  social  service  of  each  hospital 
follows  the  trend  of  its  own  hospital  set-up.  When  there  are  many  admis- 
sions, an  acute  medical  service,  and  many  dismissals,  the  social  worker  is 
forced  to  give  less  time  to  personal  service  with  patients  in  the  wards  than 
in  hospitals  where  the  conditions  are  different.  Geographical  location  may 
affect  the  type  of  service  the  social  worker  can  give.  There  are  patients  who 
come  from  the  Berkshire  Hills,  which  constitutes  a  wilderness  in  places 
during  the  winter.  Yet  material  of  a  social  nature  must  be  secured  from 
the  homes  in  these  places,  and  the  desperate  needs  of  a  patient  On  Visit, 
somewhere  tucked  away,  will  not  wait  for  their  solution  till  the  birds  sing 
again.  The  outermost  reaches  of  Cape  Cod  furnish  a  contrast  with  the 
crowded  area  that  lies  within  the  Metropolitan  district  of  the  city  of  Boston. 

One  other  powerful  factor  in  determining  the  expected  work  of  a  particular 


48 


hospital  is  its  superintendent.  His  personality,  his  interest  or  lack  of 
interest,  his  preconceived  ideas  of  what  social  service  is,  or  his  willingness 
to  give  the  department  free  rein  may  one  or  all  set  the  goal  for  social  service 
in  that  hospital.  Therefore,  allowing  for  certain  unalterable  conditions 
like  those  named  and  to  which  every  social  worker  is  subject,  I  think  we 
can  agree  that  our  goal  is  to  serve  effectively  as  many  patients  as  possible 
according  to  the  highest  standards  of  modern  psychiatric  social  work. 

We  social  workers  have  to  play  the  game.  It  is  not  all  easy  going,  and 
why  should  we  expect  it  to  be?  To  keep  our  goal  in  mind  is  absolutely 
essential,  but  it  is  equally  essential  to  be  wise,  so  as  to  direct  our  work 
effectively  toward  that  goal.  Why  not  study  our  own  local  situations  as 
carefully  as  we  study  the  environmental  conditions  of  our  patients  and 
adjust  quietly,  intelligently,  and  happily?  At  least,  we  might  be  said  to 
have  the  advantage  over  the  patients,  since  if  we  don't  like  what  we  find, 
we  can  escape  from  it,  literally,  to  some  other  environment  where  our  deli- 
cate mental  balance  is  not  in  danger  of  being  upset.  If,  however,  we  choose 
to  stay,  we  may  find  our  lot  cast  on  Cape  Cod,  in  the  Berkshires,  or  the  city 
area.  As  a  matter  of  fact,  there  is  a  certain  fine  satisfaction  in  finding  some- 
thing that  can't  be  altered.  It  allows  us  so  much  more  energy  for  the  things 
that  can  be. 

There  are  certain  encumbrances  upon  the  State  Hospital  worker  in 
Massachusetts  which  I  feel  have  no  place  there  and  which  should  be  removed 
to  their  proper  sphere.  Back  in  1913  the  first  social  workers  were  appointed 
to  some  of  our  hospitals,  one  at  the  Danvers  State  Hospital  and  one  at  the 
Boston  State  Hospital.  According  to  the  records  of  that  day,  they  were 
to  do  "after-care"  with  patients.  Emphasis  from  the  first  was  put  upon 
work  with  those  restored  to  their  homes  and  to  the  community.  Nothing 
was  suggested  outside  the  field  of  hospital  psychiatric  interest.  In  1934 
what  picture  have  we  ?  Social  service  departments  in  thirteen  hospitals,  with 
a  personnel  that  varies  between  one  and  five  but  mostly  about  two  or  three, 
endeavoring  to  do  good  work  with  hundreds  of  hospital  patients,  plus 
hundreds  of  problem  children  in  the  schools  whose  troubles  do  not  remotely 
touch  hospital  interests,  plus  community  clinics  dealing,  except  for  a  few 
hospital  patients  On  Visit,  entirely  with  non-committed  patients,  and  lastly 
the  fascinating  but  irrelevant  work  with  juvenile  delinquents  before  the 
courts  whose  cases  merit  psychiatric  study  and  recommendation.  It  is  not 
within  reasonable  possibilities  that  we  can  do  justice  to  our  first  appointed 
work  and  also  go  so  far  afield  as  to  solve  the  problems  of  school  principals 
and  judges  of  the  juvenile  court.  I  do  not  presume  to  say  who  should  assume 
the  study  of  these  meritorious  cases.  I  simply  maintain  that  they  are  not 
logically  the  work  of  the  State  Hospital  social  service.  The  work  performed 
upon  them  is  often  no  more  than  a  gesture,  hurried,  incomplete,  and  uncon- 
structive.  It  has  cost  time  which  we  need  for  our  mental  patients,  and  to 
that  degree  it  is  an  obstacle  to  effective  State  Hospital  social  service. 

Our  handicaps  do  not  stop  there.  Let  us  consider  still  further  the  anoma- 
lous character  of  the  State  Hospital  social  service.  Critical  private  agencies 
would  do  well  to  examine  this  point.  Between  the  public  agency  and  the 
private,  there  is  a  considerable  gulf  which  is  often  not  properly  understood. 
To  begin  with,  in  the  State  Hospital  the  social  service  is  carried  on  by  a 
department,  not  an  independent  agency,  but  one  of  several  departments, 
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having  totally  different  functions,  in  a  large  institution.  It  must  correlate 
its  work  with  them  for  the  end  of  serving  the  patients.  It  must  make  its 
way  with  other  department  heads  or  run  the  risk  of  being  seriously  cramped 
in  its  work  by  personal  animosities.  It  may  have  to  yield  on  one  point  now  in 
order  to  gain  two  points  at  a  later  day.  It  is  subject  to  the  rules  and 
policies  of  a  large  hospital.  Its  work  is  ultimately,  perhaps  directly,  under 
the  supervision  of  the  Department  of  Mental  Diseases,  which  in  turn  makes 
its  accounting  to  the  Governor  and  to  the  Legislature,  the  political  con- 
stituency, the  tax-payers.  A  social  service  department  has  no  board  of 
directors,  to  whom  it  is  responsible,  with  whom  it  confers,  who  finance  it, 
who  fix  its  policies.  It  is  not  the  comparatively  free  agent,  which,  taking 
board  of  directors,  financial  advisors,  case-work  committee,  and  staff 
workers,  the  private  agency  is.  It  is  definitely  bound  by  certain  State  laws; 
it  may  not  accept  or  reject  applicants  for  its  aid;  it  has  no  available  funds 
for  special  services  to  patients.  Its  case  load  is  notoriously  heavy,  and  it 
must  perform  in  addition  certain  administration  services  for  the  hospital. 
These  last  are  such  things  as  permissions  for  commitments,  permits  for 
lumbar  punctures,  operations,  and  autopsies,  location  of  relatives  to  assume 
burial  responsibility  —  tasks  which  would  ordinarily  fall  to  the  medical 
staff  but  if  necessarily  performed  off  the  grounds,  are  the  duty  of  the  social 
service  staff.  It  may  take  one  worker  two  or  three  days  to  locate  someone 
who  will  assume  burial  responsibility,  because  some  relatives  have  a  pecu- 
liarly elusive  quality.  It  is  not  social  case  work,  but  it  is  hospital  work.  It 
eats  enormous  holes  in  a  social  worker's  time  which  has  been  laid  out  for 
personality  study  and  social  treatment,  but  it  saves  the  hospital  hundreds 
of  dollars  in  the  course  of  a  year.  In  short  there  is  no  time  for  leisurely 
psychiatric  study  of  selected  cases  to  compare  with  the  private  agency. 
On  the  other  hand  we  find  an  interesting  state  of  affairs.  The  State  Hospital 
worker  is  expected  to  do  work  that  shall  meet  the  highest  standards  of  the 
private  agencies  in  the  psychiatric  field.  Who  expects  her  to  ?  The  private 
agencies  themselves,  the  schools  of  social  work,  the  State  Hospital  worker 
expects  it  of  herself.  She  knows  full  well  that  to  meet  these  requirements 
means  opportunity  for  study,  for  conferences,  for  quiet  reading,  for  time  for 
infinitely  painstaking  investigations  in  the  field  of  personality,  for  study  of 
the  causes  of  failure  both  in  the  objective  field  of  the  environment  and  in 
the  subjective  field  of  the  Self,  and  for  psychiatric  social  treatment  of  patients 
On  Visit.  In  the  past  few  years  she  has  risen  to  meet  the  challenge,  and  the 
result  has  been  that  she  has  found  a  place  for  herself.  This  status  is  due 
partly  to  the  enthusiasm  of  the  workers  who  have  seen  the  possibilities  in 
this  progressive  field  of  work;  and  partly  to  the  fact  that  during  the  eco- 
nomic depression,  while  money  was  being  withdrawn  from  the  formerly 
highly  financed  agencies  for  mental  hygiene  and  psychiatric  study,  the 
State  Hospitals,  with  about  the  same  amount  of  money  available  as  pre- 
viously, were  serving  the  communities  in  the  place  of  their  neighbor  agencies. 

Coming  close  home  the  social  worker  sometimes  finds  a  curious  and 
problematical  situation.  The  medical  staff,  with  which  she  cooperates 
closely  and  whose  purpose  is,  like  hers,  to  perform  the  greatest  good  for  the 
patients,  may  have  an  obscure  vision  of  what  her  contribution  is.  Nobody 
is  in  doubt  as  to  what  the  physicians  are  trying  to  do,  probably  because 
their  profession  is  among  the  oldest  and  most  popularly  accredited  in  the 
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world.  But  the  social  worker's  profession  is  still  in  doubt  popularly,  and 
some  of  our  own  physicians  suffer  from  that  lack  of  comprehension.  It  is 
a  pleasant  thing  for  a  social  worker  to  hear  a  member  of  the  staff  say,  "I 
don't  know  what  we  should  do  without  the  social  service  department."  I 
have  heard  it  said,  and  with  no  condescension  such  as  the  written  words 
may  suggest.  I  am  simply  grateful  that  I  can  add  one  more  to  the  number 
on  the  staff  who  understands  or  who  will  arrive  ultimately  at  that  blessed 
state.  But  here  and  there  probably  on  every  state  hospital  worker's 
horizon  stands  a  figure  unlike  this.  Some  physicians  think  of  Us  as  excellent 
errand  girls.  Sometimes  we  find  one  who  resents  our  very  existence.  The 
demands,  or  the  polite  but  impossible  requests  which,  emanting  from  the 
medical  staff,  may  mount  up  in  one  hospital  can  easily  throw  a  department 
off  its  stride,  eat  up  time  cruelly,  and  completely  turn  aside  the  course  of  a 
social  service  department  from  its  legitimate  business.  One  physician  having 
a  preoccupation  with  the  Freudian  mechanisms  may  keep  the  department 
wallowing,  or  the  hair  of  some  poor  girl  continually  rising  in  decent  protest ; 
or  the  procrastinating  qualities  of  another,  left  unrestrained,  may  keep  the 
entire  group  on  edge  with  the  expectation  of  being  hurried  hither  and  yon 
at  the  eleventh  hour  looking  for  relatives  to  give  permission  for  residence, 
or  some  other  equally  belated  act.  Sometimes  a  physician's  interest  in  the 
social  aspects  exceeds  the  proper  bounds,  with  the  result  that  she  and  the 
social  worker  too  are  visiting  the  patient.  Conditions  like  these  are  bound 
to  result  in  seriously  hampering  the  department  in  carrying  out  a  program 
that  is  effective. 

Such  thoughts  as  I  have  suggested  are  basic  considerations  for  any  head 
social  worker.  She  has  to  work  around  them  or  through  them.  She  ought 
never  to  work  against  them.  In  all  events  the  responsibility  for  making 
a  department  effective  under  whatever  conditions  exist  is  in  the  end  hers.  It 
requires  common  sense,  patience,  endless  tact,  and  withal  a  vigorous  attack 
upon  such  things  as  can  and  should  be  changed.  She  needs  a  positive  pro- 
gram. Aimlessness  may  be  her  besetting  sin,  be  she  ever  so  busy.  She 
cannot  afford  to  emulate  the  aims  of  the  private  psychiatric  agency,  where 
experimentation  is  applied  to  all  cases  and  Time  is  scarcely  a  consideration. 
Neither  can  she  get  into  a  state  of  moral  collapse  before  the  thought  of 
hundreds  of  cases  at  which  she  dabs  ineffectually.  Recently  in  an  issue  of 
the  American  Mercury  there  appeared  an  article  entitled  "Social  Work  is 
Futile".  In  it  is  described  a  trait  which  the  authors  contend  is  native  to 
the  temperament  of  social  workers.  It  is  the  Messiah  idea.  Now  the 
Messiah  quality  is  the  last  thing  that  the  hospitals  wish  to  see,  I  am  sure, 
circulating  through  their  social  service  departments;  and  I  am  also  con- 
vinced that  it  is  one  of  the  most  destructive  factors  in  our  handling  of 
patients  needing  social  treatment.  A  wise  department  head  sees  its  con- 
sequences in  her  own  relations  with  other  departments  of  the  hospital,  and 
is  eternally  on  the  watch  for  it  in  her  assistants. 

To  do  effective  social  work  then  we  must  clarify  our  vision  of  these  things 
indicated  and  other  things  which  exist.  Then  we  need  to  adopt  a  clear-cut 
policy  as  a  department,  one  which  any  worker  so  completely  understands 
that  in  the  absence  of  her  chief  she  can  explain  it  to  outside  agencies  or 
individuals  inside  or  outside  of  the  hospital.  From  the  start  we  are  there 
to  serve  the  patients  and  the  hospital.   No  preoccupations  of  one  physician 
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with  some  psychiatric  theory  can  be  allowed  to  consume  time.  Xo  willing- 
ness to  cooperate  with  the  schools  of  social  work  can  permit  us  to  place  their 
interests  first.  Xo  gracious  feeling  toward  other  social  agencies  justifies 
our  taking  time  to  make  and  send  them  summaries  of  our  cases,  when  we  are 
willing  to  open  our  social  service  records  to  them  and  they  are  only  a  10c  car- 
ride  away.  An  accommodating  spirit  is  all  right,  but  the  world  is  quick  to 
take  advantage  of  it.  Xeither  are  we  there  to  serve  our  personal  ambitions. 
I  have  known  social  workers  and  students  whose  point  of  view  has  been. 
"  What  can  this  hospital  give  me  ? "  With  students  there  is  some  justification 
and  we  accept  this  from  the  outset,  but  with  paid  workers  entertaining  that 
attitude  of  mind  I  have  no  patience.  More  than  once  I  have  had  to  suggest 
that  a  more  proper  question  might  be,  '"What  am  I  giving  this  hospital  in 
return  for  my  salary?  *'  Finally,  whatever  specific  policy  we  determine  upon, 
it  will  be  worthless  unless  we  can  count  upon  the  superintendent  in  the 
moment  of  emergency  when  we  have  to  uphold  it.  It  must  have  his  support. 
He  has  his  own  policy,  very  likely,  and  if  ours  is  at  odds  with  it,  we  had 
better  make  it  over,  promptly. 

In  the  Boston  State  Hospital  we  have  a  policy  that  aims  to  rule  out  time- 
thieves.  That  which  is  useful  toward  securing  a  diagnosis  or,  going  further, 
throws  light  into  the  dark  recesses  of  some  obscure  personality  ;  that  which 
prepares  the  patient  and  his  family  and  friends  for  a  better  understanding 
and  adjustment  at  home;  that  which  in  some  way  helps  the  patient  to 
adjust  outside,  eases  the  environmental  pressure,  is  intended  to  preserve 
his  dearly  regained  mental  health  —  these  things  and  the  administrative 
services  that  I  have  previously  mentioned  are  all  legitimate  time-consumers. 
If  a  task  does  not  fall  within  those  categories,  we  look  at  it  very,  very  sharply. 
That  is  why,  when  a  patient  is  being  discharged  after  a  period  of  observation, 
without  psychosis,  and  there  is  no  loving  wife  waiting  at  the  door  of  the 
ward  to  receive  him  because  the  doctor  has  failed  till  the  last  moment  to 
recall  that  the  time  is  up,  if  we  are  asked  to  accompany  him  home,  we  have 
to  say  no.  If  there  is  some  extenuating  circumstance,  the  answer  may  be 
yes.  One  bitter  morning  last  winter  I  did  weaken.  The  poor  patient  lacked 
a  fond  wife  (  as  described) ;  he  had  to  go  out  that  day ;  when  his  wife  had 
failed  to  visit  him,  the  doctor  neglected  to  notify  her  of  the  legal  time 
limit.  But  this  was  the  fatal  point  —  he  had  no  overcoat.  And  it  was 
4  below  zero.  Could  some  kind  social  worker  with  a  car  (,the  State  provides 
us  with  none)  take  him  home?  It  took  a  worker  almost  half  a  day  to  do 
the  job,  and  ate  into  a  previous  program.  Six  months  later  the  worker  who 
did  this  personal  service  told  me  that  he  went  out,  clad  happy  and  snug  in  a 
nice  warm  overcoat  that  an  attendant  had  been  saving  for  just  such  a  worthy 
case !  But  in  time  it  cost  the  attendant  perhaps  ten  minutes. 

If  we  could,  we  would  take  social  histories  on  all  patients  admitted:  we 
would  follow  each  one  through  his  or  her  clinical  course  so  as  to  be  ready  in 
the  event  of  departure ;  and  when  they  leave  the  hospital,  we  would  follow 
each  one  to  the  day  of  discharge.  In  the  far  future,  when  our  personnel  is 
increased  adequately  and  the  State  sees  the  financial  advantage  in  keeping 
patients  outside  the  hospital  through  the  adequate  oversight  of  professionally 
trained  people,  we  may  attain  this  ideal.  But  at  present  we  select  those 
cases  that  would  seem  at  first  sight  to  get  the  most  benefit  from  our  services. 
We  have  in  our  hospital  set-up  a  Psychiatric  Clinic,  to  which  are  admitted 
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those  patients  who.  it  is  assumed,  will  respond  to  intensive  treatment.  It  is 
logical  therefore  to  turn  our  first  attention  to  them.  We  do  undertake  social 
studies  on  every  patient  admitted  here;  and  when  they  leave  the  hospital 
On  Visit,  we  follow  each  one  to  the  end  of  the  period.  Work  coming  from 
other  parts  of  the  hospital  we  leave  for  the  physicians  to  refer,  unless  by 
some  chance  they  are  called  to  our  attention,  as  for  instance  at  a  medical 
staff  meeting.  We  have  undertaken  surveys  of  the  senile  wards  with  the 
idea  of  finding  there  a  good  many  old  people  who  could  get  along  comfort- 
ably outside,  at  a  much  less  cost  to  the  State  and  greater  happiness  to 
themselves.  In  other  words  we  know  in  what  direction  to  turn  for  our 
material  when  we  want  to  make  the  department  effective.  It  gives  point 
and  meaning  to  our  movements.  It  means  elimination  of  many  worthy 
cases,  but  more  is  actually  accomplished  on  those  which  we  do  undertake. 

From  whatever  sources,  carefully  chosen,  we  selected  our  material,  there 
was  still  a  hard  pressed  department.  If  there  is  one  thing  that  I  don't  enjoy 
near  me,  it  is  a  neurotic  social  worker,  overworked  and  hard  to  get  along 
with.  So  I  sat  down  to  think  about  it.  And  I  came  to  the  conclusion  that 
short  cuts  were  the  next  answer  to  our  question  how  to  use  Time  to  best 
effect.  I  found  it  made  a  short  cut  for  my  assistants  if  I  sat  down  with 
them  and  talked  over  the  conventional  medical  history-  outline  which,  I 
believe,  is  used  generally  throughout  the  State  in  medical  records.  I  once 
had  an  assistant  who  proudly  spent  three  and  a  half  hours  taking  a  medical 
social  history  and  who  taught  me  my  lesson.  What  the  particular  informant 
is  capable  of  giving  satisfactorily,  we  take  in  its  fullest  detail.  But  we  do 
not  linger  over  the  sections  on  intellectual  achievement,  on  employment 
efficiency,  and  on  diseases  and  injuries,  if  the  informant  is,  for  instance,  not 
the  school  teacher,  the  employer,  or  the  physician  who  has  previously 
treated  the  patient.  If  the  patient  is  getting  on  in  years,  we  spend  no  time 
on  the  early  period.  Later  if  we  want  material  under  these  headings,  we  go 
to  the  person  who  can  furnish  us  this  information. 

Another  short  cut,  I  decided,  was  to  classify  the  types  of  cases  referred  and 
prepare  for  each  its  record  form.  I  had  learned  that  our  cases  could  be 
classified  into  a  few  groups.  For  instance,  we  do  medical  social  histories, 
mentioned  above,  for  which  there  is  already  a  prescribed  form  from  the 
Department  of  Mental  Diseases  and  which  require  in  themselves  no  outside 
social  work.  Next  we  have  what  we  call  the  full  social  investigation.  It  is 
designed  to  cover  all  the  ordinary  periods  of  anyone's  fife  and  those  unusual 
features  which  stand  out  in  many  lives  of  the  psychotic.  It  includes  the 
C.  E.  I.  registration  for  source  material.  A  description  may  be  in  order. 
Each  outline  provides  for  (1)  medical  social  history,  (2)  C.  E.  I.  registra- 
tion, (3)  a  story  of  the  school  life,  taken  from  the  schools,  (4)  employment 
history*,  complete,  taken  from  employers  and  fellow-employees,  (5)  records 
from  all  doctors  and  hospitals  who  have  previously  cared  for  the  patient, 
(6)  the  psycho-sexual  life,  (")  an  alcoholic  history*  if  there  is  one,  (8)  a  court 
record,  if  there  is  one,  and  (9)  the  onset  and  symptoms  in  microscopic  detail 
from  everyone  who  can  tell  anything.  Each  section  is  intended  to  contain 
diagnostic  material,  and  not  to  be  the  narrative  of  interesting  but  irrelevant 
and  sometimes  lurid  tales.  It  must  give  a  picture  of  the  patient's  person- 
ality. Then  if  we  have  time  to  go  further  into  the  intricacies  of  personality 
study  later,  we  have  another  from  of  outline.    But  in  nine  cases  out  of  ten, 
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this  is  the  outline  which  is  used  because  it  is  brief  and  to  the  point.  The 
case  referred  for  investigation  of  the  home  has  another  outline  which  heads 
up  the  important  material  at  this  date,  just  before  the  patient  is  to  go  out. 
This  too  is  brief  but  is  intended  to  be  graphic.  There  must  be  a  clear  record 
available  of  all  clues  to  unlocated  relatives  and  the  outcome  of  our  search 
for  them.  It  is  unnecessary  to  tell  the  story  of  the  search.  The  form  requires 
a  list  of  all  the  clues  available,  1,  2,  3,  4,  etc.,  and  this  is  followed  immediately 
by  a  terse  list  of  results  of  investigation  on  1,  2,  3,  4,  etc.  It  bears  examina- 
tion, and  it  wastes  no  words.  Without  these  outlines  we  should  dissipate 
time  wickedly. 

What  we  are  actually  striving  for  through  all  this  time-saving  business 
is  more  time  for  social  case  work  with  the  patients  On  Visit,  "supervision 
cases",  as  we  term  it.  It  is  the  patient  On  v^isit  who  is  often  the  forgotten 
man  or  woman,  so  we  keep  saving  from  every  possible  direction  to  get  the 
time  for  him  and  her.  To  spend  such  enormous  amounts  of  money  and 
resources  upon  patients  while  they  are  in  the  hospital  and  then  leave  them 
to  find  their  own  way  of  retaining  their  mental  health  after  they  go  out,  is 
a  prodigious  waste,  both  financially  and  humanly  speaking.  While  as  social 
workers  we  hoard  our  time  to  this  end,  we  devise  a  means  for  using  it  with 
maximum  effectiveness  over  as  wide  a  field  as  possible.  So  we  classify  these 
cases,  "weight"  them.  We  have  five  classes  of  supervision  cases,  as  we  see 
it.  Following  is  their  order  of  classification,  intended  to  lead  from  the  type 
of  case  easiest  to  handle  to  the  most  difficult,  (1)  "simple"  supervision  — 
it  requires  only  an  occasional  visit  because  of  the  dearth  of  problems,  psy- 
chiatric or  social,  or  because  it  is  so  badly  in  need  of  institutional  care  that 
no  social  service  can  avail,  (2)  the  type  in  which  the  social  and  environmental 
problems  are  paramount,  in  which  the  psychiatric  problems  have  faded  out 
with  the  patient's  recovery  (a  good  type  to  assign  to  students  or  to  new, 
untried  workers),  (3)  work  with  the  patient's  mental  attitudes  occupies  the 
whole  picture  (a  type  to  be  trusted  only  to  a  highly  skilled  worker  or  to  a 
mature  and  advanced  student,  since  the  patient's  mechanisms  and  the 
social  worker's  techniques  figure  so  conspicuously),  (4)  delinquency  is  present 
and  preferably  a  worker  skilled  in  this  specialized  field  should  carry  the  case, 
also  one  who  can  judge  it  in  its  peculiar  relation  to  mental  disease,  (5)  a 
combination  of  any  two  or  more  of  the  types  named.  My  own  workers 
have  voluntarily  expressed  their  satisfaction  with  the  help  that  these  classes, 
or  types,  distinctly  marked,  have  given  them.  They  feel  that  at  the  outset 
they  have  a  definite  goal  to  drive  at,  and  that  much  waste  motion  is  avoided. 
Incidently  it  helps  the  head  worker  immeasurably  to  make  an  intelligent 
assignment  of  cases,  so  that  important  and  delicate  cases  are  not  bungled 
in  clumsy  hands  nor  simple  cases  allowed  to  take  up  the  time  of  skilled  and 
trained  workers. 

One  more  thought  about  these  supervision  cases.  It  is  a  thought,  it 
seems  to  me,  that  goes  straight  to  the  heart  of  this  whole  problem  we  have 
been  considering.  How  much  can  we  hope  to  accomplish  with  a  given  set 
of  conditions?  The  ardent  young  social  worker  (not  always  so  young, 
either!)  sees  a  suffering  psychoneurotic  or  psychopath,  and  promptly  goes 
at  the  job  of  remaking  the  personality.  But  some  of  us  are  too  canny  and 
know  it  is  a  waste  of  mental  and  nervous  energy.  How  often  have  I  en- 
deavored to  point  out  the  futility  of  anyone's  effort  in  trying  to  make  over 
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in  a  single  year's  period  On  Visit  a  personality  which  took  twenty  or  thirty 
or  forty  years  to  make,  not  to  mention  the  eighty  million  years  that  went 
into  forming  it  at  birth.  At  this  point  the  Messiahs  are  apt  to  look  grieved. 
But  my  experience  has  been  that  if  they  persist  in  spite  of  an  old-timer's 
advice,  they  are  thankful  enough  to  turn  back  to  it  when  they  reach  the 
exhaustion  point.  The  pity  is  that  in  trying  to  do  the  impossible  they  so 
often  overlook  that  which  is  humble  but  possible,  and  very  often  terribly 
necessary.  So  I  always  tell  my  workers  if  they  have  a  full  fledged  neurotic 
on  their  hands,  be  sure  that  her  dentistry  is  taken  care  of  and  show  her 
the  satisfaction  in  having  the  house  tidy  when  her  husband  comes  home 
at  night.  Don't  fly  too  high.  Gets  down  to  earth.  Therefore,  before  any 
supervision  case  is  undertaken  a  worker  is  required  to  know  what  she  can 
reasonably  hope  to  accomplish  within  the  year  before  discharge,  and  set 
down  a  statement  of  her  estimate  on  record.  It  means  self-examination  of 
her  own  capacities  and  inner  resources,  it  means  matching  them  against  all 
the  circumstances  of  the  case,  it  means  an  estimate  of  the  available  resources, 
such  as  the  aid  of  her  psychiatrist  and  community  agencies  and  family. 
Then  when  time  has  passed  by.  she  should  be  able  to  point  at  her  work  and 
sav.  "There  is  something  that  I  have  done  that  is  good.  It  may  be  humble, 
it  may  be  small,  but  it  is  real." 
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THE  ECONOMIC  DEPRESSION  AS  A  FACTOR  IN 
NEW  ADMISSIONS  TO  THE  STATE  HOSPITAL 

By  Miss  Elizabeth  L.  Moseley,  Social  Worker 
Foxborough  State  Hospital 

How  much  has  the  present  business  depression  added  to  the  burden  of 
the  State  Hospital?  Has  the  depression  caused  many  mental  breakdowns 
or  added  many  to  the  numbers  of  new  patients  coming  into  the  hospitals: 
One  hears  these  questions  so  often  in  these  days  of  the  depression,  and  the 
writer  herself  had  been  asked  them  so  many  times,  that,  although  under 
the  impression  that  it  had  not  made  any  great  material  difference  in  the 
numbers  of  new  admissions  to  our  particular  hospital,  when  finally  asked 
to  fill  out  a  questionnaire  on  the  subject,  she  decided  to  really  find  out. 
Thus,  it  was,  that  we,  at  the  Foxborough  State  Hospital,  started  an  analysis 
of  the  new  admissions  to  the  hospital,  and  have  carried  that  on  for  the  past 
three  fiscal  years,  —  that  is,  from  December  1,  1930  to  November  30,  1931, 
and  for  the  following  two  fiscal  years,  ending  November  30,  1932  and 
November  30,  1933.  Let  us  state  here,  first  of  all,  that  during  this  time, 
there  has  not  been  any  significant  increase  in  the  total  number  of  new 
admissions  to  this  hospital;  in  fact,  there  were  two  patients  less  admitted 
in  the  year  1933  than  in  the  previous  year. 

How  should  one  decide  whether  or  not,  the  strain  of  financial  troubles, 
presumably  due  to  the  upheaval  in  the  business  world,  had  caused  a  certain 
breakdown,  which  necessitated  a  certain  patient's  entering  a  mental 
hospital?  Since  at  this  hospital,  a  social  history,  which  usually  includes 
also  an  outside  investigation,  covering  among  other  things,  the  employment 
record,  is  taken  on  every  new  admission,  and  a  routine  analysis  made  of 
the  social  factors  which  seem  to  have  been  at  least  contributing  factors  in 
the  breakdown,  it  seemed  at  first  a  comparatively  easy  matter  to  list  those 
in  which  such  items  as  "Financial  Worries",  "Business  Reverses",  and  the 
like  appeared,  —  but  upon  further  study,  it  was  quite  evident  that  many 
financial  worries  and  the  like  were  not  caused  entirely  by  the  depression: 
therefore,  we  must  study  further  into  each  case  with  this  in  mind.  For 
instance,  an  elderly  man  developing  a  senile  condition  or  arteriosclerosis, 
may  have  been  showing  poor  judgment  in  his  business  dealings  and  perhaps 
losing  money  long  before  the  depression,  and  would  probably  have  broken 
down  eventually  anyway,  but  his  complete  financial  collapse  during  the 
depression  apparently  precipitated  his  acute  mental  symptoms.  A  "Psy- 
chopathic personality"  wanders  down  from  Maine  looking  for  work,  and 
while  walking  from  Boston  to  Providence,  collapses  on  the  road,  due  pre- 
sumably to  lack  of  food,  —  a  case  of  unemployment  due  to  the  depression? 
Inquiry  shows  that  his  employment  record  had  never  been  good,  he  had 
never  held  a  job  for  long  and  had  always  been  of  a  difficult  personality:  of 
course,  when  the  farm  of  his  employer  began  not  to  pay  (due  to  the  de- 
pression) he  was  the  first  one  laid  off.  In  prosperous  times,  he  could  have 
"picked  up"  another  job,  as  he  had  done  many  times  previously,  but  this 
time  the  story  was  different. 

A  woman  in  her  late  40's,  comes  in  suffering  from  an  attack  of  depression, 
brought  about,  according  to  the  history  from  her  family,  by  her  husband's 
financial  losses  in  the  business  world.   These  were  so  severe  as  to  cause  the 
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family  to  move  from  their  attractive  home  into  a  small  house,  with  few 
conveniences,  and  to  make  it  necessary  for  their  son  to  leave  college  in  his 
senior  year.  The  financial  losses  were  apparentely  due  to  the  depression 
and  the  situation  was  a  most  difficult  one  to  face,  but  further  investigation 
showed  that  the  patient  had  just  been  going  through  the  menopause  and  her 
diagnosis  here  was  "Involutional  Melancholia."  Would  she  have  developed 
this  mental  condition  anyway  at  this  time?  Does  there  always  have  to  be 
some  outside  precipitating  factor,  and  why  in  this  case,  was  it  not  the 
husband,  or  indeed  the  son,  who  broke  down?  (A  situation  perfectly  con- 
ducive to  the  development  of  a  "Schizophrenic"  condition  in  the  boy,  but 
he  on  the  contrary,  accepted  the  situation  in  a  fine  spirit  and  has  made  other 
arrangements  for  eventually  completing  his  college  course.)  Then  there 
is  the  middle-aged  man  who  worried  so  much  over  having  only  part-time 
work  that  he  gradually  "went  into  a  depression".  This  case  is  especially 
interesting,  because  investigation  showed  that  he  had  had  two  previous 
attacks,  —  the  first  during  the  World  War,  in  which  he  was  with  the  Army 
in  France,  and  the  second  a  few  years  later,  at  which  time,  according  to  his 
family,  he  was  overworking  "and  became  all  run  down  "  from  too  long  hours 
and  too  hard  work.  Now  he  breaks  down  because  of  only  having  part-time 
work.  (One  wonders  what  the  next  attack  will  be  "caused  by!")  A  group 
of  cases  that  are  always  puzzling  are  the  alcoholics,  —  does  a  man  lose  his 
job  because  of  his  drinking  habits,  which  may  have  interfered  with  his  work, 
or  is  he  laid  off  because  of  slackness  of  work  at  this  time,  and  does  he  take 
to  drink  after  being  discharged,  or  even  after  having  only  a  pay  cut,  which 
so  many  have  had  in  these  days?  In  how  far  is  his  present  unemployment 
due  to  the  economic  depression  and  how  far  to  his  alcoholism  or  difficult 
personality^ 

In  all  this  mass  of  material  we  found,  of  course,  a  few  which  seemed  to 
be  "bonafide"  cases  due  to  the  business  depression:  the  man  or  woman  who 
had  lived  apparently  normally  healthy  and  active  lives  up  to  the  time  when 
they  perhaps,  lost  their  jobs  completely,  or  the  little  business  which  had 
supported  them  adequately  until  now,  began  "to  go  under"  when  business 
everywhere  slowed  up.  Now,  unable  to  stand  the  strain  of  this  unexpected 
calamity,  an  occasional  such  person  attempted  suicide,  or  developed  some 
other  symptoms  of  mental  disease  which  brought  him  to  the  hospital,  and 
it  seemed  to  us  that  in  such  cases,  even  though  the  patient  may  be  a  person 
of  advancing  years  and  possibly  "slipping"  slightly,  he  probably  would  not 
have  broken  down  completely,  had  it  not  been  for  the  financial  situation 
in  which  he  suddenly  found  himself. 

On  the  basis  of  such  an  investigation  and  analysis  of  the  new  admissions 
in  which  the  present  financial  crisis  seemed  to  be  at  all  a  factor,  we  found 
that  in  the  first  year  studied,  1930  to  1931,  there  were  a  little  over  9  per 
cent  such  cases  in  232  admissions.  The  following  two  years  we  felt  there 
should  be  two  groups  reported  and  so  divided  them  into  those  in  which  we 
felt  the  depression  was  a  major  precipitating  factor,  and,  secondly,  those 
in  which  it  was  perhaps  a  minor  factor,  in  connection  with  other  social 
factors,  such  as  those  mentioned  in  the  cases  just  cited.  Of  these,  in  the 
fiscal  year,  1932,  there  were  in  the  total  of  265  admissions,  47,  or  somewhat 
over  17  per  cent,  in  which  the  business  depression  seemed  to  be  a  factor. 
Of  these,  it  is  interesting  to  note  that  25  were  men  and  22  women.  This 
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is  considerably  larger  than  the  above  figure  for  the  preceding  year,  which 
was  rather  to  be  expected  as  the  depression  continued.  In  only  16  cases 
however,  or  6  per  cent,  did  it  seem  to  be  a  major  factor.  The  following  year, 
however,  ending  November  30,  1933,  strangely  enough,  the  figures  were 
slightly  smaller,  there  being  but  40  out  of  263  admissions,  or  15  per  cent, 
in  which  it  was  a  factor  at  all,  (25  men  and  15  women),  and  only  13  cases, 
or  slightly  less  than  5  per  cent,  in  which  it  seemed  to  have  been  a  major 
factor. 

Immediately  the  question  arises,  how  do  these  figures  compare  with  those 
of  a  so-called  "normal"  year?  To  make  this  comparison,  we  selected  — 
rather  at  random  but  going  back  far  enough  before  the  depression  and  even 
before  those  especially  prosperous  years  just  preceding  the  "crash'',  to  get 
a  year  as  nearly  normal  as  possible,  —  the  fiscal  year  December  1,  1925  to 
November  30,  1926.  We  find  admitted  that  year  214  patients  for  the  first 
time  (in  all  of  this  we  have  purposely  not  included  readmissions  to  this 
hospital),  only  18  less  than  the  first  "depression  year"  studied.  These  case 
records  we  have  studied  and  analyzed,  according  to  the  plan  of  selecting 
those  in  which  such  social  factors  appear  as  "Financial  Worries",  "Unem- 
ployment", and  the  like,  and  find  that  in  18,  or  a  little  over  8  per  cent  of 
the  total,  the  financial  situation  was  at  least  a  minor  precipitating  factor 
in  the  breakdown,  but  on  only  3  cases  could  we  call  it  a  major  factor.  An 
interesting  fact  is  brought  out  in  the  study  of  this  earlier  group.  Only  eight 
were  men,  whereas  ten  were  women ;  and  of  the  three  for  whom  the  financial 
losses  seemed  to  be  the  chief  precipitating  factor  in  their  illness,  one  was  a 
woman  and  the  other  two  men;  whereas  during  the  years  of  business  de- 
pression just  studied,  the  larger  number  was  every  year  males.  (These 
figures  lead  one  to  various  interesting  interpretations,  —  such  as,  perhaps, 
that  women  worry  more  anyway  than  men  and  so  were  not  as  unduly  upset 
by  the  depression  as  were  the  men  who  were  suddenly  thrown  out  of  work; 
or,  on  the  other  hand,  someone  might  say  that  women  do  not  get  as  upset 
over  the  big  crises  of  life,  after  all,  as  do  the  men!) 

Let  us  look  for  a  moment  into  the  case  histories  of  a  few  of  these  admis- 
sions, during  the  year  1925  to  1926,  in  which  financial  losses  or  the  like 
played  a  part.  We  find  that  even  in  a  year  which  was  generally  considered 
normal  in  the  business  world,  there  were  individual  failures  here  and  there; 
as  in  the  case  of  an  Italian  who  could  not  make  his  little  shoe  repair  shop 
pay  because  of  the  landlord's  raising  his  rent,  and  two  years  before  he  was 
admitted  to  this  hospital,  he  was  obliged  to  sell  out  his  equipment  for  much 
less  than  it  had  cost  him.  In  order  to  have  some  money  for  living  expenses, 
he  had  sold  some  land  in  which  he  had  invested,  and  lost  from  two  to  three 
thousand  dollars  in  the  deal.  After  this,  he  could  not  seem  to  hold  a  job 
because  of  his  inability  to  concentrate  on  anything  but  his  losses,  and  finally, 
developed  into  a  case  of  dementia  praecox.  Another  man,  for  some  reason 
could  not  make  a  lunchroom  in  New  Hampshire  pay  for  itself  and  he  was 
obliged  to  give  it  up,  losing  everything  that  he  had  put  into  it.  He  came 
down  to  Boston,  but  was  unable  to  secure  a  job  (even  in  1926)  and  being 
"too  proud"  to  ask  aid  from  relatives,  with  his  money  gone,  attempted 
suicide. 

It  is  true  that  in  that  year  there  was  a  shoe  strike  in  one  of  our  nearby 
centres  and  that  figures  in  a  few  cases  which  were  admitted;  for  instance, 
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in  one  case  which  was  that  of  a  music  teacher.  Her  pupils  had  been  falling 
off  in  numbers  because  the  families  were  suffering  from  the  closing  down  of 
the  shoe  factories  and  could  not  afford  to  pay  any  longer  for  lessons  for 
their  children.  Although  this  teacher's  family  could  take  care  of  her,  she 
developed  ideas  of  inferiority,  "because  of  her  decreased  income".  There 
was  also  in  that  year,  a  slackness  in  the  jewelry  business  in  another  of  our 
nearby  centers,  and  we  find  that  mentioned  in  one  or  two  cases.  Again  it 
is  difficult  to  decide,  in  a  number  of  cases,  whether  these  men  were  laid  off 
because  of  slackness  always  or  because  of  too  much  indulgence  in  alcoholic 
beverages,  which  is  also  mentioned  frequently  in  these  records.  One  inter- 
esting case  is  that  of  a  man  of  68,  who  had  formerly  had  quite  a  lucrative 
harness  business,  but  who,  with  the  coming  of  the  automobile  and  the 
natural  decrease  in  his  line,  had  been  unable  to  adjust  himself  to  the  changing 
situation  and  gradually  developed  mental  symptoms  with  his  advancing 
senile  condition  (whereas  a  younger  man,  of  normal  personality,  would 
probably  by  now  be  running  a  gasoline  station!) 

Another  interesting  case  we  would  like  to  mention  in  passing  is  that  a 
man  admitted  first  in  1926,  following  difficulties  encountered  in  the  Navy. 
His  first  attack  was  not  in  any  way  connected  with  any  financial  situation, 
but  upon  looking  over  his  record  we  found  that  he  was  admitted  for  a  second 
time  in  1933,  after  having  lost  his  job  "because  of  the  business  depression". 
One  item  of  interest  in  comparing  that  earlier  year  with  the  later  years  of 
the  depression  is  that  it  is  an  amazing  fact  how  many  different  jobs  a  man 
could  get  in  those  fairly  prosperous  years  and  how  frequently  they  are 
reported  to  have  changed  from  one  to  another.  One  patient  was  said,  for 
instance,  to  have  held  "at  least  fifty  different  jobs"  within  a  few  years  and 
never  seemed  to  have  any  trouble  getting  a  new  one.  Alcoholic  cases  were 
kept  on  or  "taken  back"  in  spite  of  their  drinking  habits,  and  there  seemed 
to  be  jobs  enough  for  everybody,  —  and  yet  the  percentage  of  those  ad- 
mitted to  this  hospital  who  had  had  some  financial  worries  and  the  like, 
was  only  1  per  cent  lower  than  that  of  the  first  year  of  the  depression  which 
we  studied ! 

We  wish  to  call  attention  to  the  fact  that  in  none  of  these  cases  have  we 
said  the  financial  situation  was  the  cause  of  the  breakdown;  even  in  the 
most  extreme  cases  we  have  thought  of  it  only  as  a  "precipitating  factor". 
We  have  purposely  done  so  because  the  more  one  studies  these  cases,  the 
more  one  is  impressed  with  the  fact  that  these  external  circumstances,  or 
even  calamities  in  human  lives,  do  not  in  themselves  cause  the  mental  break- 
downs. In  the  language  of  the  layman,  "It  is  not  what  happens  to  you  but 
the  way  you  take  it  that  counts".  These  figures  may  appear  to  some 
readers  surprisingly  small,  and  we  feel  that  they  are  encouraging  because 
they  indicate  that  most  of  our  people  can,  after  all,  endure  much  in  the  way 
of  misfortune  without  become  unduly  upset. 
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COMMUNITY  SUPERVISION  OF  NON-INSTITUTION  CASES  OF 
THE  MENTALLY  DEFICIENT 

By  Madeline  B.  Dyar,  Social  Worker, 
Division  of  Mental  Deficiency 

Legislation  was  enacted  in  1924  providing  for  the  commitment  of  a  certain 
group  of  mentally  deficient  persons  to  the  custody  or  supervision  of  the 
Department  of  Mental  Diseases. 

In  general  it  may  be  said  of  the  mentally  defective  that  they,  like  normal 
human  beings,  show  either  social  or  anti-social  characteristics.  Given  the 
handicap  which  their  mental  status  presents,  plus  overt  asocial  behavior, 
spells  social  disaster.  Such  persons  cannot  be  successfully  supervised  in 
the  community  and  usually  come  into  contact  with  the  law  and  thus  classify 
as  defective  delinquents.  With  these,  the  division  is  not  equipped  to  cope. 
Rather,  it  is  hoped  to  give  to  the  mental  defective  with  good  characteristics 
the  chance  to  fill  the  particular  niche  in  the  community  he  is  best  suited  for. 
The  matter  of  the  intelligence  quotient  has  been  found  to  be  less  important 
than  the  social  adaptability.  Indeed,  many  mental  defectives  of  high  grade 
prove  to  be  very  difficult  to  handle  in  the  community.  Not  quite  up  to 
par  with  the  norm  they  may  feel  inferior  because  they  sense  that  they  are 
different  and  over-compensate  by  becoming  behavior  problems  or  again, 
because  their  mental  defect  is  less  apparent  they  may  "put  things  over" 
very  cleverly. 

Chapter  123,  Section  66A  General  Laws,  If  an  alleged  feeble-minded 
person  is  found,  upon  examination  by  a  physician  qualified  as  provid- 
ed by  section  fifty-three,  to  be  a  proper  subject  for  commitment, 
the  judge  of  probate  for  the  county  in  which  such  person  resides  or  is 
found  may  upon  application  commit  him  to  the  custody  or  supervision 
of  the  department;  but  no  person  shall  be  so  committed  unless  the 
approval  of  the  department  shall  be  filed  with  the  application  for  his 
commitment.  If  he  is  committed  to  the  custody  or  supervision  of  the 
department,  the  department  shall  thereafter  have  power,  whenever 
advisable,  to  transfer  him  to  a  state  school  for  the  feebleminded,  or 
may  cause  an  application  to  be  made  for  his  removal  to  a  department 
for  defective  delinquents.  .  .  . 

Chapter  207,  Section  5,  General  Laws,  An  insane  person,  an  idiot,  or  a 
feebleminded  person  under  commitment  to  an  institution  for  the 
feebleminded,  to  the  custody  or  supervision  of  the  department  of 
mental  diseases  .  .  .  shall  be  incapable  of  contracting  marriage.  .  . 
The  Division  for  the  Community  supervision  of  mental  deficiency  takes 
on  cases  approved  by  the  Department  on  a  committed  basis,  and  also 
assumes  supervision  of  cases  on  a  voluntary  basis,  i.e.,  without  legal  control. 
All  cases  are  taken  from  the  community  itself  and  have  never  had  institu- 
tional care.    They  are  derived  from  both  private  and  public  agencies  and 
from  individuals  who  feel  that  certain  cases  can  adjust  to  communtiy  life 
with  the  help  which  the  Division  is  equipped  to  give  them;  otherwise  they 
might  have  to  resort  to  institutional  care.    Naturally  the  more  of  these 
cases  we  can  keep  successfully  in  the  community,  the  less  will  be  the  expense 
to  the  State  and  so  to  the  taxpayer. 
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Because  the  Division  has  no  fund  for  maintenance,  only  such  cases,  as 
can  be  self-supporting  are  taken  on  a  committed  basis.  Therefore,  develop- 
ing the  resources  in  the  community  is  one  of  the  major  tasks  of  the  social 
workers.  In  the  case  of  children  in  their  own  homes,  encouragement  and 
advice  is  given  to  parents.  In  the  case  of  older  children  the  opening  up  of 
avenues  where  they  may  be  suitably  employed  is  attempted  and  wholesome 
recreation  in  their  own  environment  is  suggested.  When  dealing  with  the 
lower  grade  defective  where  it  is  not  possible  to  provide  institutional  care 
because  of  the  overcrowding  in  the  schools  for  the  mentally  deficient,  simple 
games  of  an  educational  nature  adapted  to  their  needs  are  recommended. 

Softening  the  blow  which  the  knowledge  of  mental  deficiency  gives  to 
the  unprepared  parent  requires  tactful  handling.  Through  the  traveling 
school  clinics  and  the  mental  hygiene  clinics  many  such  cases  are  brought 
to  the  attention  of  the  Division.  In  the  case  of  girls  placed  in  wage  homes, 
much  educational  work  is  done  with  employers,  some  of  whom  are  apt  to 
think  that  their  judgment  is  superior  to  that  of  the  social  worker  on  the 
case,  even  though  warned  of  certain  weaknesses  or  plausibility  which  the 
girl  possesses.  Mental  defectives  can  be  very  clever  in  gaining  their  own 
ends.  It  is  the  employer  who  disregards  these  warnings  who  is  the  first  to 
want  the  girl  removed  instantly  when  trouble  arises. 

Ten  years'  experience  in  the  supervision  of  mentally  defective  persons 
has  taught  us  that  certain  types  adjust  better  than  others  to  community 
life.    A  case  of  good  community  adjustment  follows: 

Bertha  T.  was  committed  to  the  Department  at  twenty-one  years,  by  a 
public  agency  which  had  cared  for  her  since  she  was  eight.  She  was  taken 
from  her  own  home  on  a  neglect  complaint  as  it  was  found  that  her  mother 
had  been  living  immorally  with  a  man  boarder  for  some  fifteen  years.  He 
was  a  ne'er-do-well  and  a  drunkard,  quite  content  to  have  Bertha's  mother 
spend  all  she  had  on  him  and  to  contribute  nothing  toward  the  support  of 
the  five  illegitimate  children  she  had  by  him.  Various  agencies  which  worked 
with  the  family  felt  that  the  mother  was  feebleminded  and  her  behavior  and, 
reactions  would  seem  to  bear  this  out.  She  was  a  woman  of  low  standards 
both  moral  and  social,  and  showed  no  interest  in  her  children  who  often 
went  without  proper  food  and  clothes.  Various  churches  became  interested 
and  supplied  the  family  with  necessities  intermittently.  Social  agencies 
tried  without  avail  to  break  up  the  bad  home  situation  and  offered  the 
mother  work  outside  the  home  which,  however,  she  refused  to  accept.  As 
a  last  resource,  the  children  were  removed  from  the  home.  One  only  of  the 
children  was  found  to  be  of  normal  mentality,  two  were  committed  to  a 
school  for  the  mentally  deficient,  one  died  it  was  felt  as  the  result  of  neglect 
on  the  mother's  part  and  whereabouts  of  the  others  unknown.  The  normal 
child  was  always  ashamed  of  her  home  and  of  her  mother  and  has  had  no 
contact  with  the  members  of  her  family  for  many  years.  Bertha  had  in- 
fantile paralysis  at  two,  and  did  not  walk  until  five.  She  had  many  physical 
stigmata  as  a  little  child  and  has  never  developed  into  normal  stature. 
When  she  was  first  placed  in  a  foster  home,  she  would  steal  food  from  the 
ice-box  and  from  the  stores  and  was  quite  untrained  and  saucy.  She  lied 
protectively.  Because  of  her  poor  physical  condition,  she  was  placed  in 
simple  country  homes  with  understanding  foster  parents.  Here  she  received 
good  training  and  her  bad  habits  were  gradually  corrected.    She  was  con- 
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sidered  "bright  but  mischievous"  full  of  fun  and  good  spirits,  a  favorite 
in  the  home.  She  became  a  good  sewer  and  crocheter.  Her  foster  parents 
never  suspected  mental  retardation,  although  Bertha  repeated  the  first 
three  grades.  At  sixteen,  as  Bertha  could  not  make  the  fourth  grade,  she 
was  given  a  mental  examination  and  it  was  found  that  she  had  a  nine  year 
mentality.  She  was  placed  at  housework,  at  first  without  wages,  then  at 
a  small  wage.  She  proved  to  be  apt  at  this,  inclined  to  want  to  do  more 
than  her  strength  warranted.  Generous  and  warm-hearted  to  a  fault, 
Bertha  would  give  anything  she  had  to  her  friends.  On  the  other  hand,  if 
she  took  a  dislike  to  anyone,  she  gave  unmistakable  signs  by  her  behavior. 
She  would  answer  in  monosyllables  if  spoken  to  and  her  work  would  be  done 
grudgingly.  Her  expression  would  change  entirely  —  a  woe-be-gone  look 
would  come  instead  of  her  usual  happy  expression,  and  a  curious  old  look 
would  appear.  This  fortunately  has  happened  but  once  in  placing  Bertha 
in  wage  homes  and  it  was  deemed  advisable  to  change  her  as  it  was  not 
possible  to  change  her  point  of  view. 

Because  it  was  felt  that  Bertha  could  be  self-supporting  under  supervision 
and  as  she  had  no  home  to  go  to  when  she  was  twenty-one,  she  was  com- 
mitted to  the  Division.  Bertha  was  allowed  to  remain  in  the  same  foster 
home  where  she  had  endeared  herself  to  her  employers  because  of  her  jolly 
ways,  her  good  general  work  and  her  devotion  to  the  two  young  children 
in  the  home.  Bertha  took  the  change  from  the  agency  which  had  kntown 
her  for  so  many  years  with  perfect  equanimity,  when  she  found  that  she  was 
not  to  be  separated  from  her  young  charges.  A  creature  of  routine,  she 
would  leave  visitor  in  the  midst  of  a  sentence,  to  give  the  youngest  child 
his  prescribed  cereal.  Her  loyalty  to  this  family  manifested  itself  in  many 
ways.  Although  visitor  suspected  that  she  was  working  too  hard  she  shielded 
her  employer  at  every  turn.  She  stayed  up  late  at  night  to  care  for  the 
children  in  sickness,  all  unbeknown  to  visitor.  When  there  was  a  rift  in 
the  family,  no  hint  was  ever  given  and  it  was  only  through  another  source 
that  visitor  became  aware  of  the  strained  relations  in  this  home.  Placing 
her  in  another  home  with  twin  babes  soon  made  her  forget  the  pang  at 
parting,  however.  As  Bertha  was  such  a  social  little  person  and  had  made 
many  contacts  at  church  and  in  her  previous  foster  homes,  she  was  allowed 
to  visit  about,  much  to  her  delight.  She  was  always  a  welcome  visitor.  As 
church  services  were  often  above  her  head  by  enlisting  the  interest  of  a 
socially  minded  minister's  wife,  she  was  placed  in  a  Sunday  School  class 
of  younger  girls  which  the  minister's  wife  conducted.  Because  of  her  good 
rote  memory,  she  did  satisfactory  work  in  class.  This  minister's  wife  be- 
came so  much  interested  in  her  that  when  through  illness  of  her  employer 
Bertha  had  to  make  a  change,  she  took  her  into  her  own  home.  Bertha  at 
once  became  the  champion  of  the  girl  of  fourteen  in  the  home.  This  girl 
received  a  small  sum  each  week  from  her  mother  for  keeping  her  room  and 
bureau  drawers  tidy.  Bertha  fearing  she  might  lose  this  surreptitiously 
attended  to  it  herself.  Her  good  spirits  and  sense  of  fun  were  at  times 
embarrassing  to  the  minister's  wife,  particularly  when  certain  conservative 
parishioners  called  and  Bertha's  merry  laugh  rang  through  the  house 
as  she  chased  their  small  dog  up  and  down  the  stairs.  Bertha  never  did 
learn  to  wait  on  table  properly  spite  the  drilling  and  pains  given  by  this 
employer  who  said  that  Bertha's  fingers  somehow  always  got  into  the  food. 
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When  excited  or  in  fear  of  a  merited  reprimand,  Bertha  chews  gum  very 
rapidly  and  this  has  come  to  be  a  sort  of  gauge  of  her  emotional  state. 
Bertha  has  made  her  own  recreation  as  a  rule  as  visitor  soon  found  that 
she  did  not  fit  into  ordinary  camp  or  vacation  routines.  She  was  usually  a 
favorite  there  but  she  disliked  being  one  of  a  restricted  group.  Her  own 
little  group  of  well  known  and  liked  friends  meant  much  more  to  her.  A 
relative,  poor  but  decent  has  been  found  on  the  Cape  and  here  Bertha  is  in 
the  seventh  heaven  of  delight,  digs  clams,  swims,  fools  with  the  children 
in  the  family  and  their  elders  and  is  indeed  a  child  of  nine,  happy  and  well 
liked.  At  twenty-four,  Bertha  to  our  great  amazement,  developed  epilepsy, 
although  there  had  been  no  hint  of  this  before.  A  conference  was  held  and 
it  was  decided  that  this  handicap  should  not  mean  institutionalization  be- 
cause Bertha  had  been  self-supporting  for  over  six  years  and  had  such  good 
social  characteristics.  She  has  handled  her  own  finances  under  supervision 
for  the  past  four  years  and  has  a  bank  account  of  over  S500  to  her  credit. 
It  somehow  didn't  seem  fair  that  this  girl,  loyal,  honest  and  a  joy  to  have 
about  should  be  suddenly  shut  away  from  her  devoted  friends  through  no 
fault  of  her  own.  The  interest  of  doctors  in  a  nerve  clinic  was  enlisted  and 
an  encephalography  given.  This  has  seemed  helpful.  A  place  was  found 
for  Bertha  in  a  nurses'  home  and  since  she  has  been  here,  almost  two  years, 
there  has  been  no  return  of  the  epileptic  seizures.  The  routine  life,  the  rest 
in  the  afternoon,  early  to  bed  and  early  to  rise  regime  have  seemed  to  make 
it  possible  for  her  to  live  comfortably,  to  be  self-supporting  and  in  fact  to 
have  found  her  niche  in  life. 

The  mentally  deficient  child  of  not  too  low  mentality  given  good  early 
training  and  who  has  naturally  or  who  has  acquired  good  habits  can  adjust 
in  the  community  with  an  understanding  person  to  help  out  in  the  unusual, 
unforeseen  circumstances  of  life.  After  all,  many  of  them  are  but  children 
as  their  mental  age  signifies.  Some  good,  some  bad,  some  warped  irrevo- 
cably by  poor  backgrounds.  Some  like  Bertha,  unspoiled  children,  with 
occasional  flashes  of  wisdom  far  beyond  their  years,  and  again  just  unin- 
hibited little  children  satisfied  and  pleased  with  small  rewards  and  encour- 
agement, happy  in  their  own  little  world. 

Not  all  cases  are  like  that  of  Bertha,  however.  Many  require  close 
supervision,  their  health  must  be  safeguarded,  recreation  carefully  chosen 
and  their  goings  and  comings  arranged  for  and  even  when  this  has  seemed 
to  be  carefully  covered,  they  may  get  out  of  hand,  so  subtle  are  their 
methods.  With  the  frequent  lack  of  understanding  of  mental  deficiency  on 
the  part  of  employers  plus  the  histrionic  talent  of  certain  defectives,  the 
visitor  is  hard  put  to  it  to  find  homes  where  their  cases  may  be  carefully 
trained,  have  wholesome  recreation  and  at  the  same  time  be  reasonably 
happy.  Many  of  our  cases  require  frequent  changing  because  of  their  poor 
work  or  behavior  or  because  the  employer  becomes  too  lax  and  forgets  the 
advice  or  warning  which  the  visitor  has  given  her  in  regard  to  the  particular 
girl.  Often  times  the  girl  enlists  the  sympathy  of  her  employer  to  the  ex- 
clusion of  her  common  sense  and  too  late,  she  finds  that  the  girl  has  deceived 
her. 

Sometimes  it  is  not  possible  to  find  a  suitable  home  when  the  need  for  a 
change  is  imperative  and  then  it  becomes  our  painful  duty  to  transfer  the 
girl  to  a  school  for  the  feebleminded  because  the  Division  has  no  fund  for 
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maintaining  boarding  homes.  This  greatly  handicaps  the  very  purpose  for 
which  the  Division  was  created,  namely,  the  community  supervision  of  the 
mentally  deficient.  Under  present  conditions  it  is  extremely  difficult  to 
maintain  discipline.  Because  the  public  is  more  aware  of  the  problem  which 
mental  deficiency  presents  due  to  mental  testing  in  public  schools,  hospitals, 
mental  hygiene  clinics,  etc.,  it  is  hoped  that  the  Division  may  be  given  facil- 
ities for  coping  with  it  more  adequately.  As  yet  we  have  but  brushed  the 
surface  but  we  have  found  a  great  need  for  the  help  which  the  Division 
would  like  to  give  but  is  not  always  able  to. 
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THE  SATURDAY  AFTERNOON  CLUB 
An  Experiment  in  Normal  Group  Living 
By  Mrs.  Grace  D.  Raynes 
Social  Worker,  Grafton  State  Hospital 

It  all  started  because  one  noon  time  two  years  ago  a  young  smily  colored 
girl  (all  white  teeth  and  black  curls)  asked  the  Superintendent  if  she  couldn't 
put  on  a  show  (whatever  in  the  world  a  patient  thinks  would  make  him 
happier,  and  asks  the  Superintendent  for,  he  says,  "I'll  see."  And  usually 
he  does.)  She  wanted,  it  seems,  to  do  something  in  an  institution  that  she 
actually  wanted  to  do  for  once,  instead  of  something  because  she  had  been 
asked  or  because  she  was  trying  to  achieve  a  reputation  for  goodness.  It 
also  turned  out  that  this  was  no  one-man  show.  A  whole  group  of  patients 
had  it  half  crystallized  before  the  social  worker  got  round  to  making  intro- 
ductory calls  about  the  matter. 

A  minstrel  show  was  given  in  October,  1932.  It  was  grand  fun.  After 
it  was  over  —  we  were  not  finished  at  all.  We  discovered  that  what  we  liked 
was  singing  and  singing  together.  So  a  chorus  was  formed.  Ostensibly  its 
purpose  was  to  sing.  But  the  chorus  became  very  tired  singing  every  week. 
The  members  wanted  to  do  different  things,  but  these  patients  liked  each 
other  and  wanted  to  have  a  good  time  together.  So  here  was  a  group 
spontaneously  formed.    Wherefore  and  how  and  why? 

It  seems  ironical  to  take  people  who  have  difficulty  living  —  both  with 
themselves  and  with  others  and  then  to  group  them  together  presumably 
for  their  mutual  benefit.  A  state  hospital  cannot  help  but  be  as  presently 
organized  the  most  arbitrary  grouping.  If,  once  a  week  some  of  these  people 
can  get  together  because  they  enjoy  each  other's  company,  that  in  itself 
helps  to  lessen  the  misery  of  forced  herding. 

From  the  point  of  view  of  the  casual  observer  the  Saturday  afternoon  club 
occupied  for  the  patients  an  otherwise  empty  Saturday  afternoon,  when 
nobody  works  at  the  regular  assigned  jobs.  From  the  point  of  view  of  re- 
educating patients  to  a  wholesome  healthy  life  — the  Saturday  afternoon 
club  is  a  tryout  at  normal  group  living. 

Membership  is  open  to  any  patient  on  the  ordinary  terms  of  membership 
in  any  contract  or  society  —  the  assuming  of  personal  responsibility  for  the 
group's  happiness.  There  is  no  attendant  unless  an  epileptic  patient  is 
present  (and  the  patient  knows  why  the  attendant  is  there  and  the  attendant 
does  too)  and  no  counting-lock-step  discipline.  The  want-to-be- there  at- 
mosphere precludes  the  got-to-behave-or-stay-on-the-ward  feeling. 

There  are  about  twenty-five  to  thirty  women  who  belong  and  in  the  fall 
and  winter  about  seventeen  men.  (The  men  don't  belong  in  the  summer 
because  they  usually  would  rather  go  to  the  ball  games  on  Saturday  after- 
noon!) All  the  wards  are  represented  even  the  "back"  ones  whose  reputa- 
tion is  for  disturbance  and  loud  excitement.  The  attendance  fluctuates 
every  week  —  attendance  being  voluntary.  No  pressure  even  of  encourage- 
ment is  used.    "If  you  like  you  may  go." 

There  are  no  by-laws  nor  any  constitution.  The  club  does  what  it  wants 
to  do  as  a  general  whole.  There  happens  to  be  a  president  who  passes  out 
the  sandwiches,  and  efficient  she  is  at  it,  too !  It  is  never  used  as  a  reward 
or  punishment  for  behavior  during  the  week. 
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It  has  provided  a  medium  for  catching  up  creative  interests  of  individual 
patients.  The  club  gave  a  show  in  the  spring  and  fall  of  1933  —  demon- 
strating that  it  is  usually  more  satisfying  when  you  act  than  when  you  always 
watch  the  stage.  In  the  summer  of  1933  we  went  on  walks  and  truck  rides. 
Grafton  and  its  immediate  surroundings  are  quite  lovely  for  walks  and  rides. 
We  wear  clothes  appropriate  to  the  activity.  Good  manners  are  assumed. 
So  we  are  not  any  more  conspicuous  than  any  gang  a  holidaying  on  the 
highway. 

This  winter  and  spring  we  had  a  rhythm  band  which  —  for  inspiration 
of  cooperativeness  beats  any  activity  we  tried.  You  had  to  be  on  time  or 
you  were  out  by  yourself.  What  if  it  did  sound  like  a  lot  of  dinner  bells 
rung  at  once?  There  were  dinner  bells  in  it  and  sleigh  bells  and  sticks  and 
drums  and  tambourines  and  harmonicas  and  cans  and  —  a  toy  saxophone! 
We  are  looking  forward  to  hot  dog  roasts  and  volley  ball  this  summer. 

But  this  is  a  paper  for  a  social  work  bulletin.  And  where  does  the  social 
work  come  in  ?  Right  when  the  food  does  —  when  after  we  have  had  our 
play  we  all  sit  around  —  and  talk.  So  much  social  case  work  is  the  give 
and  take  sharing  of  conversation  —  or  smiles  —  or  perhaps  services. 

It  is  mainly  the  physician's  job  to  deal  with  the  patient's  reaction  to  the 
hospital  situation  —  but  it  is  the  social  worker's  job  to  deal  with  the 
patient's  reaction  —  in  retrospect  but  surely  in  prospect  to  the  outside 
community.  The  social  worker  gets  to  know  through  the  club  the  patients 
who  are  going  to  leave  the  hospital  —  she  has  lived  with  them  a  little.  If 
they  are  the  patients  who  are  going  to  stay  —  and  in  this  particular  hospital 
mostly  they  are  —  she  finds  clues  in  this  weekly  meeting  to  help  them  in 
their  staying.  She  is  their  link  with  the  world  outside  the  hospital.  When 
she  might  not  find  time  to  see  any  but  the  patients  whose  need  is  apparently 
urgent  during  the  week  —  she  has  an  allotted  time  to  keep  up  her  friendly 
contacts  during  the  club  meeting.  The  social  worker  gains  a  vast  insight 
into  the  patient's  daily  existence  that  makes  her  cognizant  of  their  real 
troubles  in  her  later  dealings  with  them. 

Personally  I  think  that  this  group  under  the  direction  of  a  social  worker 
has  permanent  values  beyond  the  temporary  one  of  pleasure  towards  the 
individualization,  the  personalization  of  the  patient  from  the  mass  —  par- 
ticularly for  the  continued  care  patient.  These  values  are  the  qualities  that 
attach  to  any  normal  group  —  qualities  of  mature  civilized  living  —  associa- 
tion with  people  because  one  finds  them  interesting  and  wishes  to  share  one's 
tastes  with  them  —  association  characterized  by  responsibility,  altruism, 
independence. 
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MUvST  THE  PATIENT  WANT  HELP? 

By  Helen  Spurrier  Howard,  Former  Social  Worker, 
Boston  Psychopathic  Hospital 

If  treatment  by  the  social  worker  is  to  be  successful,  must  the  patient 
want  help? 

Apparently  it  is  currently  believed  that  he  must,  since  the  phrase,  "the 
patient  does  not  want  help"  is  so  often  used  to  account  for  the  lack  of 
success  that  workers  have  had  in  certain  cases.  It  does  make  a  fine  axiom 
for  explaining  a  multitude  of  difficulties.  However,  since  it  is  not  the  style 
in  case  work  to  accept  things  on  their  face  value,  it  might  be  interesting  and 
profitable,  to  see  just  what  lies  beneath  the  statement  the  '  'patient  wants 
help."  What  factors  in  the  case  set-up  may  have  some  relation  to  his 
"wanting  help"  and  is  "wanting  help"  really  a  factor  in  the  outcome  of 
treatment  ? 

In  order  to  evaluate  the  reasons  for  the  outcome  of  treatment,  it  was 
necessary  to  select  cases  which  had  been  worked  on  intensively,  so  that  a 
thorough  acquaintance  with  the  factors  involved  could  be  assured.  Intensive 
cases  were  arbitrarily  denned  as  those  visited  at  least  bi-monthly  for  three 
or  more  months.  To  eliminate  extraneous  factors,  the  cases  were  studied 
strictly  from  the  point  of  view  of  the  work  done  by  the  social  worker. 

Twenty -five  intensive  cases  were  selected  from  two  case  workers  in  the 
Boston  Psychopathic  Hospital.  These  cases  had  all  been  seen  by  the 
psychiatrist,  some  by  the  psychologist,  some  by  outside  agencies  and  had 
been  afterward  referred  to  these  two  workers  for  treatment.  Since  the  sub- 
ject of  "wanting  help"  was  to  be  considered  from  the  point  of  view  of 
treatment  by  the  social  workers,  the  cases  were  studied  from  the  first  contact 
of  the  case  worker  who  carried  the  case  intensively. 

This  study  therefore,  leaves  out  any  events  previous  to  the  actual  treat- 
ment, which  may  possibly  have  had  some  bearing  on  whether  the  patients 
"wanted  help"  or  not  when  they  reached  the  case  worker.  This  was  done 
as  there  was  no  uniform  material  available  on  these  points,  pertinent  though 
they  may  be. 

Notwithstanding,  if  we  take  the  patient  as  he  first  appears  to  the  worker, 
and  consider  his  attitude  toward  wanting  her  help  throughout  the  treatment 
she  gives,  we  may  at  least  find  whether  he  must  want  help  or  not  to  have  her 
treatment  successful. 

First  should  be  explained  the  criteria  by  which  the  patients  were  adjudged 
to  want  or  not  want  help.  Examination  of  the  cases  seemed  to  show  that  a 
desire  for  assistance  may  be  expressed  by  asking  for  it,  or  receiving  it  through 
welcoming  the  worker  or  following  her  suggestions.  Conversely,  "not 
wanting  help"  may  be  expressed  through  refusing  to  see  the  worker,  in- 
difference to  discussing  problems  with  the  worker,  or  refusing  help  asked 
for  when  it  is  offered,  beside  the  flat  statement  that  help  is  not  wanted. 

A  classification  of  the  twenty-five  cases  showed  that  eleven  wanted  help 
quite  constantly  throughout,  six  were  ambivalent  throughout,  five  did  not 
want  help  but  later  came  to  accept  it,  and  three  asked  for  help  and  then 
refused.  It  is  interesting  to  note  that  there  were  no  cases  who  did  not  want 
help  throughout.  Apparently  these  workers,  and  probably  most,  do  not 
carry  intensively  cases  with  that  attitude. 
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Having  differentiated  the  cases  into  four  groups  of:  (1)  Wanting  help 
throughout;  (2)  Ambivalent  throughout;  (3)  Not  wanting,  then  accepting 
and  (4)  Wanting  and  then  refusing,  it  will  be  interesting  to  discover  any 
differences  in  the  kind  of  help  wanted,  problems  presented,  techniques  of 
the  worker,  and  personnel  of  the  patients.  This  analysis  might  explain  why 
they  fall  into  the  groups  they  do,  as  well  as  indicate  whether  these  factors 
have  any  relation  to  wanting  help  or  not. 

The  kind  of  help  the  patient  wants  may  be  classified  into  specific  and 
general.  Specific  is  defined  as  a  definite  request  for  help  in  working  out  the 
solution  that  the  patient  has  previously  evolved.  An  example  is  the  Jewish 
mother  of  a  high  grade  mental  defective  of  eighteen  years,  who  was  sure  all 
her  problems  would  be  solved  if  the  girl  were  placed  in  an  institution.  No 
other  type  of  placement  would  do.  Also  the  mother  who  wanted  the  worker 
to  scare  her  problem  boy  into  good  behavior  is  an  example  of  this  kind  of 
wanting  help.  These  patients  have  worked  out  their  own  solutions  to  their 
problem  and  want  help  in  bringing  about  some  concrete  thing. 

On  the  other  hand,  patients  come  with  a  problem  they  do  not  know  how 
to  meet,  and  want  help  in  working  out  a  solution.  Or,  perhaps  they  just 
know  that  something  is  wrong  and  have  no  thought  beyond  that.  This  is 
particularly  found  in  children  who  are  unhappy  but  have  no  idea  what  lies 
back  of  their  symptoms.  Or,  perhaps  it  is  the  case  of  an  intelligent)  mother 
of  a  stealing  and  truanting  boy  who  had  tried  everything  she  knew;  and 
finally  came  for  professional  advice  on  her  "problems".  To  summarize,  a 
case  is  classified  as  general  in  the  kind  of  help  wanted  when  the  assistance 
wanted  is  rather  vague  in  character  such  as  "help  with  the  problems". 

There  seems  to  be  no  particular  variation  between  the  groups  in  the  kind 
of  help  wanted  as  all  contain  both  types  with  the  exception  of  the  third 
group.  This  group  which  did  not  want  help  at  first  and  later  did  want  it, 
is  made  up  of  children  except  for  one  case.  These  children  had  not  been 
aware  of  their  needing  help  at  the  beginning  of  treatment,  and  therefore 
came  with  no  specific  type  of  desire  for  help.  Therefore  it  can  be  concluded 
that  the  type  of  help  wanted  seems  to  have  no  bearing  on  the  attitude  of 
wanting  or  not  wanting  help,  since  the  only  group  showing  a  single  tendency 
is  that  composed  of  children. 


Chart  of  Problems 


Problems 

Family  Management  

Feebleminded  —  personality  adjustment 
Psychosis  —  to  adjust  in  the  community  . 
Understanding  and  management  of  problem  child 

Repressed  mother  

Panics  —  homosexuality  

Neurosis    ....     \.      ...  . 

Social  pathology  

Enuresis  —  personality  difficulty  .... 

Stealing  —  truancy  

School  problem  

Personality  adjustment  

Marital  difficulties  .      .      .  . 
Epileptic  —  personality  adjustment 


Groups 


2  —  2 
3 

3  —  3 


3 
4 
4 


-2-2-2-2 
—  1  —  4 


—  3 


The  variety  and  type  of  problems  presented  also  seem  to  have  no  bearing 
on  the  desire  for  help.  The  cases  were  classified  according  to  their  out- 
standing problems.    That  is,  no  attempt  was  made  to  use  the  underlying 
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mechanisms,  such  as,  mother  rejection,  etc.,  as  it  was  not  known  in  all  cases. 
Also,  it  is  still  largely  a  matter  of  theory. 

A  wide  variation  in  types  of  problems  was  seen  in  all  groups  except  the 
ambivalent  group.  The  latter  contained  four  psychoses  to  adjust  to  the 
community,  leaving  only  two  other  problems.  Thus,  because  of  the  scatter 
the  variety  and  the  type  of  problem  in  general  does  not  seem  to  relate  to 
the  desire  for  help,  except  in  the  psychotics.   It  may  make  them  ambivalent. 

The  question  of  variety  in  techniques  used  by  the  workers  was  treated  by 
classifying  the  groups  under  the  actual  methods  used  by  the  workers;  for 
instance,  suggestion,  listening,  advice,  placement,  interpretation,  etc.  No 
conclusions  could  be  drawn  from  this  classification,  as  there  were  too  many 
different  combinations  of  methods  used  in  each  case  to  show  any  trends.  A 
second  classification  was  made  from  the  first  by  summarizing  the  actual 
methods  used  into  levels  of  treatment;  for  instance,  placement,  relief, 
recreation,  physical  examinations  were  labelled,  ' 1  manipulation  of  environ- 
ment". Education,  advice,  practical  suggestions  were  labelled,  "advice 
giving".  Conscious  use  of  the  worker's  own  personality  to  teach  the  patient 
more  mature  reactions  was  classified  as  "teaching  by  example".  "Listen- 
ing" or  any  method  designed  to  relieve  the  patient  of  pent  up  emotion  was 
called,  "emotional  release",  or  catharsis.  "Insight  level"  included  some 
release  but  also  interpretation  to  the  patient  of  his  own  mechanisms. 
Finally,  attitude  therapy  was  the  deepest  level. 

Charts  of  Levels 

Treatment  Levels:  Group  I     Group  II   Group  III  Group  IV 

Advice  giving   3  3 

Manipulation  of  environment  and  advice  giving 
Teaching  by  example  and  manipulation  of  environment 
Teaching  by  example  and  advice  giving  . 

Emotional  release  

Emotional  release  and  advice  giving 
Insight  and  manipulation  of  environment 
Insight,  advice  giving  and  manipulation  of  environment 
Insight,  teaching  by  example,  advice  giving  and  manip- 
ulation of  environment  

Attitude  Therapy  

Ten  categories  made  up  of  combinations  of  the  six  levels  described  above 
were  found  in  the  twenty-five  cases. 

There  seems  to  be  no  relation  to  wanting  help  in  the  varieties  of  kinds  of 
treatment  levels  used  as  the  scatter  is  consistent  through  all  groups.  The 
two  groups  which  had  the  largest  variety  of  levels  ranging  from  the  more 
simple  level  of  advice  giving  to  the  deepest  level  of  attitude  therapy  were 
those  who  "wanted  help  throughout"  and  those  who  "did  not  want  but 
later  accepted".  The  other  two  groups,  those  who  were  "ambivalent" 
and  those  who  "wanted  help  and  later  refused",  tended  to  have  the  more 
simple  levels  of  treatment.  Little  significance  can  be  read  from  this  fact, 
except  that  probably  in  cases  that  want  help  the  worker  is  at  liberty  to  use 
any  technique  that  seems  needed,  while  in  those  cases  which  are  ambivalent 
or  later  refuse  help,  she  is  confined  to  the  more  simple  levels  as  a  certain 
amount  of  conscious  cooperation  is  needed  for  the  deeper  levels.  Looking 
at  the  techniques  of  the  worker  from  this  more  or  less  objective  statistical 
point  of  view  there  seems  to  be  no  pronounced  relationship  between  the 
patient's  desire  for  help  and  the  variety  and  kinds  of  technique. 
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This  brings  us  to  the  consideration  of  the  personnel  in  the  groups,  and  its 
bearing  on  the  attitude  of  wanting  help.  The  first  group  of  eleven  cases 
consisted  of  five  problem  parents  (one  father,  four  mothers),  one  problem 
girl  of  eighteen,  a  problem  boy  of  eight,  two  cases  of  psychoses  and  two  of 
neuroses.  One  psychotic  and  the  problem  girl  were  feebleminded.  The 
problem  boy  was  average.  One  mother  impressed  the  worker  as  average  in 
intelligence,  while  the  neurotics,  the  other  psychotic  and  the  other  parents 
gave  the  impression  of  high  intelligence. 

This  group  contrasts  with  the  ambivalent  group  of  six  cases  which  con- 
tained two  adolescent  psychotics,  two  adult  psychotics  and  two  problem 
mothers.  The  mothers  gave  the  impression  of  being  low  grade  intellectually. 
One  adolescent  and  one  adult  psychotic  were  average  and  the  other  two 
high  in  intelligence. 

The  third  group  were  four  children  and  one  adult.  Two  of  the  children 
were  average  and  two  superior.  The  adult  was  probably  of  superior  in- 
telligence, and  the  mother  of  a  stealing  and  truancy  problem. 

Considering  the  age  of  the  patients,  as  far  as  the  adults  are  concerned  it 
seemed  to  have  no  relation  to  the  desire  for  help.  Half  were  in  the  group 
who  wanted  help,  one  in  the  group  who  did  not  want  and  later  accepted, 
and  the  others  were  divided  into  the  remaining  groups.  On  the  other  hand, 
the  children  were  in  the  two  groups  which  wanted  help,  except  for  two 
psychotic  children  in  the  ambivalent  group.  This  leads  us  to  believe  that 
children  want  help,  after  their  initial  indifference  is  overcome,  unless  they 
are  psychotic. 

In  the  matter  of  intelligence,  the  average  and  superior  ratings  were 
found  in  the  group  that  did  not  want  but  later  accepted,  and  the  group 
which  wanted  throughout,  with  the  exception  of  four  psychotic  cases  in 
the  ambivalent  group.  This  might  indicate  that  the  cases  of  average  or 
high  intelligence  want  help  unless  they  are  psychotic.  However,  the  con- 
verse does  not  hold  for  low  intelligence,  as  these  cases  were  fairly  evenly 
divided  in  the  three  groups  of  wanting  help  throughout,  ambivalent,  and 
asked  and  then  refused  help. 

The  stable  individuals  were  found  in  the  two  groups  who  wanted  help. 
Unstable  were  fairly  evenly  distributed  in  all  groups,  while  the  markedly 
unstable  neurosis  and  psychosis  cases  were  found  only  in  the  wanted 
throughout  groups  and  the  ambivalent  groups.  The  very  positive  finding 
here  seems  to  be  that  the  stable  patient  wants  help. 

Some  of  the  factors  in  the  personnel  will  appear  to  have  relation  to  the 
desire  for  help.  Children  want  help,  regardless  of  their  intelligence  or  sta- 
bility, with  the  exception  of  psychotic  children  who  are  ambivalent.  The 
intelligent  adult  wants  help  whether  stable  or  unstable.  All  stable  adults 
wanted  help.  Adults  who  were  unstable  with  inferior  intelligence  asked 
and  then  refused  help.  Adults  suffering  from  psychosis  or  neurosis  either 
want  help  throughout  or  are  ambivalent,  without  regard  to  their  intelligence. 

The  fourth  group  of  three  cases  were  all  problems  who  seemed  about  low 
average  in  intelligence. 

In  the  psychotic  cases  which  were  ambivalent,  analysis  of  the  cases  seems 
to  show  that  their  psychoses  were  largely  responsible  for  their  ambivalence. 
Therefore,  it  would  seem  that  their  personal  instability  resulting  from 
psychoses  was  responsible  for  the  ambivalence,  rather  than  the  fact  that  the 
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problem  was  psychosis.  The  instability  of  the  two  psychotic  cases  that 
wanted  help  throughout  did  not  happen  to  make  them  ambivalent.  One 
was  not  ill  enough  to  be  effected,  and  the  other  was  a  simple  hypochondri- 
acal type  who  could  be  led  to  find  greater  satisfactions  for  her  preoccupation 
in  a  more  socially  acceptable  mode. 

According  to  this  analysis,  the  intelligence,  stability  and  age  (adult  or 
child)  of  the  patients  would  seem  to  be  a  factor  in  whether  the  patient  wanted 
help  or  not.  Perhaps  we  could  even  predict  on  this  basis.  However,  since 
the  classification  of  the  personnel  of  the  patients  is  by  the  method  of  general 
impression  and  thereby  notoriously  inaccurate,  this  conclusion  could  not 
be  validly  drawn  without  a  study  of  the  personnel  in  relation  to  the  desire 
for  help  with  a  larger  number  of  cases. 

Thus  far  we  have  found  that  there  is  no  indication  that  the  kind  of  help 
wanted,  the  technique  of  the  worker,  or  the  type  of  problem  has  any  effect 
upon  the  patient's  desire  for  help.  There  is  a  suggestion  that  the  intel- 
ligence, general  age  group,  and  stability  of  the  patients  may  have  relation 
to  the  desire  for  help.  We  have  yet  to  discover  whether  the  desire  for  help 
is  a  factor  in  the  outcome  of  treatment. 

The  entire  twenty-five  cases  were  graded  successful  (S),  some  progress 
(P),  and  failure  (F).  Successful  was  defined  in  cases  where  the  symptoms 
had  cleared  up,  or  all  that  could  be  expected  was  accomplished.  One  example 
of  the  latter  definition  would  be  a  psychotic  who  retained  her  symptoms 
but  was  able  to  live  with  her  family  and  earn  her  living.  In  other  words, 
the  results  that  could  be  expected,  given  a  psychosis,  were  accomplished. 
The  cases  which  had  some  but  not  all  symptoms  clear  up,  or  in  which 
progress  had  been  made  but  there  was  more  to  be  done,  were  given  the 
classification  of  "some  progress".  Those  considered  as  failures  were  those 
in  which  there  was  no  progress  whatsoever  or  progress  which  was  transitory, 
or  had  no  effect  on  the  total  adjustment  of  the  patient. 

There  were  four  successes  in  the  group  who  wanted  help  throughout,  and 
three  in  the  group  who  did  not  want  help  at  first  and  later  accepted.  There 
were  four  "some  progress"  cases  in  the  wanted  help  throughout  group, 
three  in  the  ambivalent,  two  in  the  did  not  want  and  later  accepted,  and 
one  in  the  asked  and  then  refused  group.  There  were  three  failures  in  the 
wanted  help  throughout  group,  three  in  the  ambivalent,  and  two  in  the 
asked  and  then  refused. 

The  only  groups  containing  successes  were  the  group  "which  wanted  help 
throughout",  and  those  "who  did  not  want  help  at  first  but  later  came  to 
accept  it".  All  groups  contained  "some  progress"  cases.  The  only  group 
not  having  any  failures  was  the  group  who  "did  not  want  help  but  later 
came  to  accept  it".  Since  the  successes  were  found  only  in  the  groups  who 
wanted  help,  it  looks  as  if  those  cases  would  be  found  to  have  a  favorable 
outcome.  This  seems  further  borne  out  by  the  fact  that  those  who  were 
ambivalent  or  refused  help  had  no  successes. 

However,  since  the  group  that  wanted  help  throughout  had  three  failures, 
as  did  the  group  who  were  ambivalent,  it  would  be  well  to  look  into  the 
reasons  for  the  successes  and  failures,  rather  than  deciding  on  a  statistical 
basis  that  wanting  help  is  a  factor  in  the  outcome  of  treatment. 

Of  the  eight  failures  in  the  entire  twenty-five  cases,  four  were  too  ill 
mentally  to  be  reached  by  any  treatment  the  social  worker  could  give.  Two 


71 


of  these  wanted  help  throughout  and  two  were  ambivalent.  Two  of  the 
remaining  four  failures  were  unusual  personalities  who  found  complete 
emotional  satisfaction  in  their  life  as  it  was,  and  therefore  did  not  want  to 
change.  One  was  a  young  sixteen-year  old  hysteria,  who  professed  a  desire 
for  help  when  things  went  wrong.  However,  despite  her  superior  intelligence 
she  would  do  something  dramatically  self -destructive  again  and  again.  She 
lived  by  sensation  and  revelled  in  the  awful  things  that  happened  to  her. 
She  was  in  the  ambivalent  group.  The  other  was  a  masochistic  mother  who 
pictured  herself  as  a  martyr  to  her  husband  and  her  children.  She  loved  to 
tell  by  the  hour  the  suffering  she  had  undergone  and  resisted  any  attempt  to 
change  her  state  of  affairs.  She  wanted  to  suffer.  She  wanted  help  at  first 
but  later  refused.  In  these  six  cases  of  failures,  whether  help  was  wanted 
or  not  probably  had  nothing  to  do  with  the  outcome.  In  the  remaining 
two  cases,  one  failed  because  the  mother  of  a  feebleminded  child,  who  asked 
and  then  refused,  projected  her  own  difficulties  into  the  child  and  did  not 
want  to  face  them  as  her  responsibility.  The  worker  made  no  attempt  to 
force  her  to  do  so.  The  other,  a  wanted  throughout  case,  failed  because 
environmental  and  education  treatment  were  not  adequate  to  deal  with  the 
emotional  difficulties  of  the  mother.  The  worker  in  this  case  did  not  get  at 
the  root  of  the  trouble.  Since  the  four  psychoses  and  two  unusual  person- 
alities could  not  have  had  a  successful  outcome  because  of  the  nature  of 
their  malady,  and  since  the  other  two  failed  because  their  real  difficulty 
was  not  touched,  it  would  appear  that  wanting  or  not  wanting  help  was 
not  a  factor  in  failing  cases. 

The  "some  progress"  classification  is  the  most  difficult  to  discuss.  In 
these  cases  the  reasons  for  any  progress  as  well  as  the  reasons  for  not 
achieving  success  will  have  to  be  considered.  In  five  of  the  ten  cases  in  this 
rating,  there  is  still  hope  of  achieving  success.  Three  are  problem  children 
and  one  set  of  parents,  all  of  whom  are  still  being  worked  with  intensively, 
and  are  progressing  nicely.  Consequently,  the  reason  for  not  achieving 
success  with  these  five  cases  is  that  not  enough  work  has  been  done.  The 
reasons  for  progress  with  the  children  in  all  three  cases  was  their  feeling  of 
their  own  unhappiness  with  a  healthy  desire  to  be  happy.  They  welcomed 
an  understanding  adult  as  a  means  of  helping  them  solve  their  problems. 
The  parents  felt  themselves  inadequate  with  their  problem  child.  They 
felt  they  had  "made  a  mess"  of  him  and  were  anxious  to  entrust  the  respon- 
sibility to  someone  else.  The  father  did  so  because  he  was  so  attached  to 
the  boy  that  he  would  do  anything  to  help  him ;  the  mother  because  she 
was  anxious  to  be  a  "good  mother".  These  cases  are  found  in  the  two 
groups  having  successes. 

Three  of  the  remaining  cases  did  not  achieve  success  because  they  were 
poor  material.  One  was  a  psychotic  who  was  too  ill  to  become  successfully 
adjusted.  The  other  two  were  low  grade  parents  of  enuretic  boys  with 
other  problems,  who  seemed  unable  to  cope  with  their  difficulties.  Their 
efforts  were  sporadic.  The  reason  the  latter  two  cases  made  some  progress 
was  partly  because  of  the  worker's  diligence,  and  partly  because  the  children 
matured,  outgrowing  some  trouble.  Also  a  few  environmental  improve- 
ments were  made.  The  psychotic  case  made  some  improvement  because 
she  was  intelligent  and  able  to  get  vocational  placements  thereby  earning 
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her  living  for  short  periods  of  time.  These  cases  are  all  found  in  the  ambi- 
valent group. 

The  remaining  two  cases  in  the  some  progress  group  were  problem 
mothers.  In  both  cases  success  was  not  achieved  because  the  mother's  own 
emotional  difficulties  were  not  treated.  There  was  considerable  progress 
made  in  one  case  with  the  boy's  problems  by  environmental  change.  The 
mother  of  this  truanting  boy  was  aware  of  her  own  problems  but  could  not 
give  time  for  treatment  as  she  had  to  support  her  family.  Since  the  boy's 
symptoms  cleared  that  was  enough  relief  for  the  time  being.  The  other 
mother  did  not  want  to  face  her  own  difficulties.  Changes  in  the  economic 
condition,  and  family  set  up  purely  by  fortunate  accident  (if  death,  etc.  can 
be  called  that)  relieved  the  situation  so  that  it  did  not  make  it  imperative 
that  she  do  so.  The  progress  in  this  case  had  no  relation  to  the  treatment. 
The  first  mother  was  in  ' '  the  wanted  help  throughout "  group  and  the  second 
in  "the  asked  and  then  refused"  group. 

There  are  seven  successful  cases.  Two  of  these  are  psychotics  who  were 
able  to  make  a  satisfactory  adjustment  in  the  community.  One  was  able 
to  work  off  her  physical  symptoms  instead  of  lying  in  bed  for  days  because 
of  them.  The  other,  although  she  still  heard  voices  of  her  employers  making 
improper  advances  to  her,  learned  not  to  talk  about  her  difficulties  and  has 
been  able  to  keep  her  position. 

The  remaining  five  cases  have  had  their  symptoms  clear  up.  Three  were 
problem  mothers.  One  overcame  the  rejection  of  her  child  after  a  year's 
treatment.  Another  learned  to  accept  the  responsibility  of  her  house  and 
children  and  then  took  pride  in  managing  both  well.  The  third,  after  the 
removal  of  an  ill  and  eccentric  husband  from  the  home  was  able  to  direct 
her  energies  to  improving  the  physical  as  well  as  the  emotional  aspects  of 
the  home.  The  other  two  cases  were  children.  One  was  a  boy  who  truanted 
from  school  whose  symptoms  disappeared  when  he  was  allowed  to  leave 
regular  school  which  he  disliked  and  go  to  radio  school.  The  other  was  an 
adolescent  who  was  trying  to  make  her  way  in  the  world  without  the  help 
of  her  parents.  The  worker  provided  an  excellent  parent  substitute  in  help- 
ing her  work  out  her  plans.  She  finally  developed  an  independence  and 
capability  of  handling  her  own  problems  satisfactorily  without  help.  These 
two  children  are  in  the  group  who  did  not  want  help  at  first  but  later 
accepted  it.  All  the  other  successful  cases  except  the  maternal  rejection 
case  wanted  help  throughout.  The  exception  did  not  want  help  at  first  but 
when  she  saw  what  could  be  done,  consistently  wanted  it. 

The  seven  successful  cases  and  five  cases  under  "some  progress"  who 
probably  will  be  successful,  may  be  summarized  in  regard  to  their  relation 
to  wanting  help  as  follows.  The  five  cases  of  children  and  adolescents 
wanted  help  because  they  found  treatment  helped  them  to  be  happier  and 
more  successful  in  their  world.  One  adult  case  wanted  help  because  she 
found  the  treatment  such  a  relief  and  encouragement  to  her  that  she 
wanted  more  as  time  went  on.  The  four  parents  wanted  help  because  of 
some  emotional  drive  to  be  capable  of  managing  their  problem  children. 
They  kept  on  wanting  help  because  the  workers  were  able  to  satisfy 
that  drive,  at  least  in  some  measure,  through  treatment.  The  psychotic 
who  hears  the  voice  of  her  employer  wanted  help  because  she  finds  treat- 
ment helps  her  to  keep  from  being  absorbed  with  her  inner  conflict.  The 
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neurasthenic  psychotic  wanted  help  because  she  enjoyed  weekly  discussions 
of  her  symptoms  with  the  worker. 

Therefore,  it  would  seem  that  wanting  help  has  a  relation  to  the  success- 
ful outcome  of  treatment,  not  only  because  of  the  statistical  fact  that  all 
cases  except  the  two  who  did  not  want  it  at  the  very  first  wanted  it  consis- 
tently throughout  treatment,  including  the  five  cases  rated  under  "some 
progress",  but  also  because  patients  will  keep  on  wanting  help  if  the  worker 
is  able  to  satisfy  their  fundamental  emotional  needs. 

The  outcome  of  cases  of  psychoses  and  neuroses  does  not  seem  to  have 
any  relation  to  their  desire  for  help  as  the  success  or  lack  of  success  seems 
to  depend  on  the  severity  of  their  mental  condition  primarily,  and  secon- 
darily upon  whether  the  treatment  can  furnish  an  adequate  outlet  to  alleviate 
some  part  of  their  particular  trouble.  Needless  to  say  the  social  workers 
cannot  always  do  this. 

The  remaining  cases,  three  failures  and  four  who  made  some  progress 
might  also  be  considered  as  having  some  relation  to  not  wanting  help  in 
their  lack  of  success.  All  of  them  but  two  were  unable  to  face  their  diffi 
culties  for  one  reason  or  another,  so  that  no  permanently  constructive 
solution  could  be  found.  The  two  had  no  fundamental  need  to  change  as 
their  satisfactions  lay  in  their  difficulties.  Therefore,  they  of  course  did 
not  want  help  to  overcome  them.  However,  there  is  not  a  great  deal  of 
coincidence  in  lack  of  success  with  the  expression  of  their  desire  for  help,  as 
three  asked  and  then  refused,  one  wanted  it  all  the  way  through  and  the 
remaining  were  ambivalent. 

To  summarize,  this  study  might  indicate  the  following  probabilities  in 
regard  to  whether  cases  want  help  or  not  and  the  relation  of  this  factor  to 
the  outcome  of  treatment. 

1.  There  is  no  correlation  between  the  desire  for  help,  the  kind  of  help 
wanted,  the  problem  presented  or  the  variety  and  kinds  of  techniques  of 
the  worker. 

2.  Children  want  help  regardless  of  their  intelligence  and  stability,  with 
the  exception  of  psychotic  children  who  are  ambivalent. 

3.  Intelligent  adults,  stable  or  unstable,  want  help.  Unstable  adults  of 
low  intelligence  asked  and  then  refused  help. 

4.  Patients  whose  psychoses  occupy  their  whole  center  of  interest  are 
ambivalent. 

5.  In  cases  of  psychosis  and  neurosis  the  outcome  of  treatment  has  no 
relation  to  the  desire  for  help. 

6.  Those  cases  which  are  less  successful  or  failures,  fundamentally  do 
not  want  help  although  this  does  not  coincide  with  their  expression  of  desire 
for  help. 

7.  Cases  will  continue  to  want  help  if  the  worker  can  meet  their  funda- 
mental emotional  needs. 

8.  Success  appears  only  in  those  cases  who  want  help  consistently. 
Because  of  the  obvious  limitations  in  this  study  in  the  number  of  cases, 

number  of  workers,  number  of  variables,  and  lack  of  standardized  criteria, 
these  rather  numerous  conclusions  cannot  be  taken  too  seriously.  Not 
withstanding,  it  is  interesting  that  they  support  current  ideas,  held  by 
many  workers :  namely,  "better  results  are  obtained  in  work  with  children 
"intelligent  cases  are  preferable ",  "results  in  cases  of  neurosis  and  psychosis 


74 


are  doubtful",  and  lastly,  and  most  popularly,  "the  patient  must  want  help 
to  have  a  successful  outcome  of  treatment". 

One  must,  however,  beware  of  judging  the  patient's  desire  for  help  entirely 
by  his  expression  of  it.  In  the  successful  "wanted  help"  cases,  it  was 
found  that  they  also  fundamentally  wanted  help.  That  is,  after  intensive 
work  it  was  found  that  the  fundamental  needs  of  their  personalities  required 
assistance  for  a  happier  solution  of  their  problems.  While  in  the  cases  which 
failed  varied  expressions  of  the  desire  for  help  were  found,  it  was  also 
discovered  that  fundamentally  they  could  not  accept  help  because  of  their 
inability  to  face  their  problems,  or  because  of  their  satisfaction  in  them. 
Perhaps  we  cannot  tell  whether  a  person  really  wants  help  or  not  until  we 
have  done  intensive  work  enough  to  know  his  inner  mechanisms. 

It  might  be  an  interesting  experiment  to  carry  some  cases  intensively 
that  unmistakably  expressed  the  feeling  that  they  did  not  want  help,  to 
see  if  the  outcome  in  these  cases  would  support  or  refute  our  findings  that 
the  patient  must  want  help  to  have  a  successful  outcome  of  treatment. 
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PRACTICAL  PROBLEMS  IN  SOCIAL  WORK  IN  PUBLIC  SCHOOLS 
By  Rena  Dewey,  Former  Social  Worker, 
Boston  Psychopathic  Hospital 

Although  on  the  whole  there  is  excellent  cooperation  in  Boston  and 
environs  between  the  teaching  staffs  and  the  clinics,  certain  major  defects 
make  themselves  felt.  One  problem  underlying  all  the  rest  is  the  establish- 
ment of  a  common  meeting  ground  where  both  professions  may  give  and 
take.  Since  both  teachers  and  social  workers  hold  the  same  basic  objective 
for  the  children  of  the  community,  the  practical  problem  of  chief  concern 
to  us  is  how  best  to  promote  a  full  team-hauling  of  our  common  load.  We 
believe  the  teachers  need  us.  We  know  we  need  them.  All  our  best  efforts, 
must,  by  this  necessity,  be  devoted  to  successful  pulling  in  double  harness. 
This  team-work  is  a  challenge  to  both  professions. 

Personally  I  have  for  some  time  wished  I  might  be  an  unseen  listener  at 
gatherings  of  teachers  when  they  give  free  vent  to  their  pent-up  feelings 
toward  psychiatric  social  workers.  I  am  positive  I  should  learn  much  for 
my  own  good.  Theirs  is  an  older  profession  than  ours.  They  are  by  nature 
conservative.  Glibly  we  bring  them  new  phrases  for  very  old  things.  It 
is  human  for  them  to  be  resistive. 

However,  Glueck  and  Jung  and  Frankwood  Williams  to  name  three  whom 
I  wish  to  quote,  have  shown  us  a  light  which  we  believe  the  teachers  have 
not  seen. 

"The  emotional  well-being  of  the  individual,  the  attainment  of  poise, 
inner  harmony,  and  happiness  may  be  more  important  than  learning." 
Jung:    "It  is  not  the  schematic  pounding  of  a  certain  program  into  the 
child  which  is  important,  it  is  the  influence  the  teacher  exerts  through 
his  personality.    The  important  thing  is  the  personality  of  the  adult. 
The  task  is  a  delicate  one  to  avoid  the  exercise  of  repressive  authority, 
while  at  the  same  time  to  supply  that  just  degree  of  authority  which 
because  it  comes  from  his  adulthood  is  a  stimulus  for  the  child". 
Frankwood  Williams:   "The  child's  emotional  life  forms  upon  what  it 
feeds  upon.   It  can  be  formed  to  give  integrity  to  personality  and  make 
for  ease  of  adjustment  and  free  play  of  ability,  or  it  may  be  formed  to 
produce  a  personality  easily  disintegrated  by  its  own  conflicts,  with 
energies  largely  consumed  in  the  friction  of  minor  adjustments,  and 
little  or  no  opportunity  for  the  play  of  abilities  —  frustration,  un- 
happiness,  ill  health". 
Glueck:    "Rehabilitation  occurs,  if  at  all,  at  home,  in  the  schoolroom, 

on  the  playground". 
The  teacher  needs  psychiatric  guidance.  She  fights  away  from  it.  What 
are  we  to  do  about  it?  How  are  we  to  show  her  the  light?  How  are  we  to 
keep  our  approach  from  being  a  threat  to  her?  How  are  we  to  help  her  see 
that  the  moral  implications  of  misconduct  are  less  pertinent  than  the  causa- 
tive sequence  in  mental  ill  health?  How  shall  we  extract  the  personal 
element  for  the  teacher  who  describes  the  child's  poor  performance  in  school 
as  "just  plain  meanness.  He  could  do  everything  well  if  he  wanted  to.  He 
just  does  not  want  to  please  me". 

Innumerable  concrete  illustrations  come  to  mind.  If  we  could  evaluate 
them  perhaps  we  should  find  a  clue  pointing  toward  the  team-work  which 
we  regard  of  so  much  importance. 
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There  is  the  case  of  Bobbie,  aged  9.  He  was  brought  to  our  clinic  by  his 
parents  because  he  was  threatened  with  demotion  from  the  4th  grade. 
Insanity  in  the  mother's  line  was  also  a  hidden  motive  for  bringing  him, 
although  it  was  not  disclosed  at  first.  The  clinic  found  that  Bobbie  could 
not  read  at  1st  grade  level,  even  with  a  non-representative  intelligence 
quotient  of  over  one-hundred  percent.  The  family  had  not  been  told  of  his 
failure  in  reading  until  the  fourth  grade  teacher  sent  for  them.  The  re- 
sulting ill  feeling  between  the  family  and  the  school  was  deep  and  persistent. 
This  mutual  hostility  was  a  virulent  force  extremely  difficult  to  combat. 

Bobbie  had  been  outstandingly  naughty  in  the  1st  grade,  and  was  labeled 
"school  problem ".  He  bore  this  label  into  the  6th  grade,  although  relatively 
slight  concrete  instances  were  listed  against  him.  When  his  mother  enrolled 
a  younger  sibling  in  another  school,  the  principal  asked  in  open  alarm,  "Is 
he  Bobbie's  brother:"  The  affixing  of  this  lable  is  of  interest,  not  alone 
because  of  its  import  to  Bobbie,  but  also,  and  more  particularly  for  us  at 
this  time,  because  of  the  school  gossip  in  which  it  sprouted  and  grew.  The 
fact  that  Bobbie's  uncle  was  rumored  to  have  been  committed  to  a  state 
hospital  for  the  insane  gave  impetus  to  the  discussions  at  lunch  and  in  the 
cloak-room  of  Bobbie's  misbehavior.  To  give  a  legitimate  satisfaction  to 
this  craving  for  the  dramatic  which  the  teachers  had  hitherto  found  in  gossip, 
was,  as  it  turned  out,  perhaps  the  crux  of  Bobbie's  changed  school  relation- 
ships. Certainly  their  interest  in  the  psychiatrist,  the  clinic  set-up  waxed 
strong.  One  teacher  thought  she  might  like  to  become  a  psychiatric  social 
worker.  And  the  principal  used  one  memorable  interview  in  seeking  the 
social  worker's  help  in  her  own  domestic  problems. 

Miss  Brown,  earnest,  informal  teacher  of  Nancy  in  the  2nd  grade  said, 
"I  understand  Nancy.  She  is  over-active.  She  really  does  not  bother  me 
very  much  if  I  ignore  her.  She  always  seems  to  know  the  stories  and  other 
subject  matter  even  better  than  many  of  the  attentive  pupils.  But  my 
problem  is  the  supervisor.  Upon  him  depends  my  rating  and  increase  of 
pay.  He  marks  down  for  inattentive  pupils.  He  does  not  know  what  I 
know  about  Nancy,  and  of  course  he  does  not  think  to  ask  me". 

To  meet  this  problem,  obviously,  we  must  reach  the  Supervisor.  Perhaps 
we  cannot  do  so  in  time  to  help  Miss  Brown  and  Nancy,  but  there  will  be 
other  Miss  Browns,  other  Nancys. 

Dick  was  known  as  the  school's  bad  boy.  The  teachers  condoled  with 
each  other  over  their  hard  luck  in  having  him  in  their  rooms.  The  principal 
was  half-won  over  by  his  apparent  change  for  the  better.  She  promised 
him  trial  promotion  into  the  6th  grade.  There  were  three  sixth  grade 
teachers:  Mr.  H.  had  no  possible  room  for  Dick.  Miss  B.  was  a  weak  dis- 
ciplinarian. Miss  Abbot  was  just  the  personality  to  cope  with  him.  Miss 
Abbot  always  seemed  to  have  good  luck  with  hard  cases.  She  already  had 
eleven  more  pupils  than  her  quota,  most  of  them  unwanted  problems.  The 
principal  reneged  on  sending  her  Dick.  He  was  to  be  kept  in  the  5th  grade. 
The  social  worker  visited  the  principal.  The  principal  said:  "If  you've 
got  the  nerve  to  approach  Miss  Abbot  and  sell  her  on  taking  Dick,  go  ahead  ". 
The  social  worker  learned  from  the  principal  that  Miss  Abbot  was  a  national 
figure  in  archery.  Dick  had  won  his  first  major  personal  success  by  cap- 
turing, at  camp,  all  the  medals  in  rifle  shooting.    On  the  strength  of  this 
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kinship  in  shooting  at  a  mark  the  social  worker  won  Miss  Abbot  in  the  first 
round.  Of  course,  it  goes  without  saying  that  Miss  Abbot  relished  the 
challenge  she  found  in  boys  no  other  teacher  could  handle.  Dick  and  she 
are  friends,  allies.  She  has  helped  him  find  in  his  personal  problems  the 
challenge  he  found  in  rifle-shooting.  She  has  helped  him  add  another  to  his 
major  successes,  —  he  is  called  the  best  drummer  in  the  school  orchestra. 

Appreciative  as  we  are.  however,  of  Miss  Abbot  s  high  caliber,  we  must 
not  miss  the  point  in  this  illustration.  The  good  teacher  should  not  pay  a 
penality  for  her  merit.   She  should  not  be  overworked. 

June,  age  11.  was  a  juvenile  paretic,  congenital.  The  school  nurse  sent 
her  to  the  clinic  after  the  school  doctor  had  made  a  blood  test-  She  was 
given  Fever  Therapy  at  the  clinic,  and  returned  to  the  school  as  nan- 
contagious.  The  principal  replied:  "Xo.  she's  luetic  and  we  won't  have 
her  ".   How  do  we  combat  this  ignorance  of  di^^ase? 

These  illustrations  suggest  the  nature  of  the  practical  problems  which 
daily  we  have  to  handle  in  our  social  work  in  the  schools.  If  we  were  not 
laying  stress  upon  the  poorly  solved  difficulty,  we  should  pay  tribute  to 
many  a  fine  teacher  doing  a  hard  job  with  discernment  and  wisdom. 

There  are  the  teachers  who  pride  themselves  upon  their  close  contact 
with  the  parents.  Two  kindergarten  teachers  come  to  mind  who  visit 
each  home  four  times  a  year,  besides  serving  tea  and  supplying  a  speaker  on 
mental  hygiene  to  the  mothers  at  frequent  intervals.  This  group  of  mothers 
proved  so  mentally  alert  in  discussion,  that  one  speaker  was  kept  an  hour 
past  closing  time  answering  pertinent  questions. 

There  is  the  case  of  young  Miss  Upton,  a  7th  grade  teacher  with  insight 
to  a  pronounced  degree.  Tom  Curry  was  assigned  to  her  room  in  the  middle 
of  the  year.  Tom,  aged,  13,  had  attained  the  distinction  of  being  expelled 
from  the  State  Reform  School.  They  were  frank  in  admitting  tley 
had  met  their  Waterloo  in  him.  Xo  punishments  or  treatment  they  could 
devise  would  work.  Xever  was  a  boy  known  so  persistent  in  getting  Ins 
own  way.  He  would  have  temper  tantrums  for  days.  He  would  have  to  be 
carried  bodily  out  to  work  with  the  other  boys.  He  would  then  have 
extreme  nausea  if  forced  to  work.  But  when  taken  to  the  hospital  Ins 
nauseas  would  vanish.  In  confinement  he  had  pulled  Ins  hairs  out,  one  by 
one.  Finally  the  Reform  School  sent  Tom  to  Boston  Psychopathic  Hospital 
for  observation.  The  psychiatrist's  prescription  included  Tom  s  return  to 
school  while  he  underwent  psychotherapy.  He  was  returned  to  the  paro- 
chial school  in  the  district  where  he  had  originally  attended  and  was  soon 
expelled  for  insubordination. 

Then  he  was  placed  in  Miss  Upton's  room.  She  is  human.  Her  first 
reaction  was  to  feel  the  imposition  to  which  she  was  subjected.  Then  she 
accepted  the  challenge.  Her  method  with  Tom  merits  discussion  for  its 
success.  She  has  tried  to  impress  upon  Tom  that  in  her  room  he  stands 
upon  his  present  merits  as  an  individual,  without  relation  to  Ins  past  record. 
She  has  emphasized  that  he  will  be  respected  and  trusted  Hke  any  other 
boy  in  her  class  She  praises  hfm  for  his  work.  She  is  the  sort  of  teacher 
who  puts  a  lot  of  her  own  personal  life  into  the  class  routine,  telling  about 
trips  she  has  taken,  etc..  with  a  resulting  personal  attachment  on  the  part 
of  the  pupils. 
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She  discerned  at  the  outset  that  Tom  was  not  regular  Reform  School 
material,  not  malicious,  not  revengeful.  Instinctively  she  felt  that  the  root 
causation  could  be  found  in  his  early  home  life.  She  was  glad  to  have  this 
corroborated  by  the  social  worker  so  that  she  could  go  on  with  her  treat- 
ment through  kindness. 

In  the  team-work  necessitated  by  the  situation  is  a  challenge  which  the 
teachers,  quite  as  much  as  we,  will  wish  to  meet.  How  best  to  promote 
this  team-work.  Can  it  be  facilitated  by  a  more  conscious  effort  on  our 
part?  Should  more  of  the  social-professional  enter  into  it?  If  the  establish- 
ing of  a  common  meeting  ground  where  we  can  come  to  know,  and  enjoy 
each  other,  will  help,  then  certainly  we  can  find  a  way.  For,  after  reading 
Glueck's  Survey,  if  not  before,  we  are  aware  that  the  task  we  have  entered 
upon,  as  teachers  and  social  workers,  is  no  brief  affair.  "It  is  a  long  time 
delicate  process,  requiring  frequent  adaptation  of  means  to  ends,  ingenious 
changes  of  approach,  mutual  cooperation  and  the  unflagging  interest  of 
social  workers  and  teachers". 
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THE  STATE  HOSPITAL  AND  THE  JUVENILE  COURT 

By  Miss  Nina  Eldridge,  Social  Worker, 
Medfield  State  Hospital 

When  the  law  providing  for  the  examination  of  juvenile  offenders,  the 
so-called  Baby  Briggs  Law,  was  passed  in  1931,  state  hospital  social  workers 
were  warned  that  it  was  an  egg  which  would  hatch  out  a  whole  brood  of  new 
duties  for  them.   It  was  no  idle  prophecy. 

Previous  to  that  time,  the  study  of  juvenile  delinquency  was  eon  fined  to 
a  few  well-equipped  institutes  and  foundations  in  large  centres.  These 
organized  units  have  rendered  epoch-making  service.  Whether  they  were 
the  paradigm  for  the  Baby  Briggs  law  in  the  mind  of  its  trainers  or  whether 
the  apparent  justice  of  examination  of  adult  prisoners  led  to  the  extension 
of  the  plan  to  include  youthful  offenders  is  not  known  to  the  writer.  For 
whatever  reason  it  came  into  existence,  here  it  is  and  for  the  past  three 
years  no  boy  or  girl  under  seventeen  can  be  committed  to  an  institution 
from  a  court  without  a  preliminary  examination  in  a  four-fold  field  —  phy- 
sical, psychiatric,  psychometric  and  social- 
It  is  not  the  purpose  of  this  paper  to  discuss  the  wisdom  of  this  law, 
either  to  criticize  it  or  eulogize  it.  V.~hether  these  examinations  are  per- 
functory or  thorough,  whether  they  are  used  by  the  judge  in  making  decisions 
or  not  depends  on  the  individual  judge.  There  is  enough  flexibility  in  the 
law  to  afford  possibilities  and  if  a  judge  wishes  to  make  it  an  instrument  for 
greater  guidance  in  making  decisions  for  the  handling  of  the  child  he  may 
do  so.  Here  follows  the  story  of  how  one  judge  makes  the  law  operate  to 
serve  the  public  interest  and  the  interests  of  the  boys  and  girls  who  come 
before  him. 

A  Child  Guidance  Clinic  conducted  by  this  hospital  is  now  completing 
the  fifth  year  of  its  existence  in  a  city-  of  Eastern  Norfolk  County.  It  came 
into  being  at  the  request  of  interested  citizens  there  and  has  been  much 
used  by  the  schools  and  agencies  dealing  with  children  but  for  the  first  two 
years  no  case  was  referred  by  the  juvenile  court.  Demands  for  examinations 
by  a  state  hospital  unit,  in  accordance  with  the  new  law,  began  to  come  in 
May  1931  and  totaled  thirteen  for  the  remainder  of  that  year.  Examinations 
were  made  in  homes  and  places  of  temporary  detention  such  as  police 
stations,  courts  and  jails  in  different  parts  of  the  county.  These  cases  were 
all  boys. 

In  1932.  six  girls  and  twenty-four  boys  were  referred.  Nearly  all  these 
examinations  were  made  in  district  courts  or  the  homes  of  the  children.  In 
the  course  of  the  year  it  became  apparent  that  something  must  be  done  to 
curtail  the  time,  energy  and  expense  involved  in  trips  by  the  hospital  unit 
to  examine  each  case.  So.  whenever  feasible,  the  personnel  of  the  Child 
Guidance  Clinic  was  made  the  examining  unit  for  juvenile  court  cases  as 
well  and  cases  referred  were  directed  to  appear  at  that  Clinic.  This  left 
occasional  isolated  cases  to  be  covered  by  special  trips  for  the  court  of 
Western  Norfolk  County*.  This  plan  worked  splendidly  and  is  still  in 
operation  with  one  important  change.  Children  from  the  court,  accom- 
panied by  their  parents,  appeared  in  the  Child  Guidance  Clinic  waiting 
room  along  with  other  clients,  took  their  turn  and  caused  no  disruption  of 
the  Clinic  routine  for  over  a  year. 
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In  1933,  examinations  were  made  on  two  girls  and  thirty-five  boys.  As 
the  numbers  increased,  however,  a  new  difficulty  arose.  Inasmuch  as  the 
examinations  were  ordered  by  the  court  and  a  definite  date  set  for  turning 
in  the  report,  court  cases  often  had  to  take  precedence  over  Clinic  cases. 
Waiting  his  turn  in  any  Clinic  is  a  great  bore  to  a  child  and  when  he  sees 
others  who  did  not  arrive  before  him  given  precedence,  he  dosen't  like  it  a 
bit.  It  is  certainly  no  help  to  his  feelings  to  find  that  the  favored  ones  are 
"bad  boys"  from  the  court.  It  instantly  occurs  to  him  that  this  must  be 
a  Clinic  for  "bad  boys"  and  he  certainly  dosen't  like  that  when  his  only 
difficulty  is  that  he  stutters  or  can't  do  his  arithmetic  and  his  anxious  parent 
is  even  more  affronted  than  he. 

The  Clinic  personnel  fell  back  on  tact  —  all  it  could  muster.  It  mini- 
mized the  objectionable  features  the  best  it  could,  distributed  cases,  re- 
quested court  officers  not  to  accompany  their  charges  and  grew  wary  about 
explanations.    But  the  tide  was  rising. 

In  the  opening  weeks  of  1934  it  became  apparent  that  the  Guidance  Clinic 
was  being  hopelessly  clogged  by  court  cases.  In  January  there  were  seven 
of  these  cases  to  be  handled  in  the  Guidance  Clinic,  in  February  thirteen. 
The  "goats"  just  had  to  be  separated  from  the  "sheep".  So,  toward  the 
end  of  that  month,  two  changes  were  made.  First,  two  weeks  were  to  be 
allowed  for  the  study  of  each  court  case.  Second,  a  separate  session  in  a 
different  place  was  established  for  court  cases  only.  Thus  a  Juvenile  Court 
Clinic  just  naturally  evolved.  It  is  held  on  Tuesday  afternoons  at  two 
o'clock  just  following  the  morning  weekly  session  of  the  court  itself.  The 
upper  floor  of  the  courthouse  is  used,  the  courtrooms  and  judges'  chambers 
affording  ideal  examining  rooms.  In  the  first  five  months  of  the  current 
year,  six  girls  and  forty-two  boys  have  been  examined.  So  much  for  the 
development  of  the  Court  Clinic. 

As  to  its  work:  in  general,  it  consists  of  study,  analysis  and  recommenda- 
tion. The  physician  makes  a  physical  and  psychiatric  examination,  the 
psychometrist  gives  a  mental  test  and  the  social  worker  gathers  the  story. 
This  social  investigation  is  made  along  lines  identical  with  the  study  of  Child 
Guidance  Clinic  cases  and  includes  family  and  personal  history,  the  develop- 
ment of  the  child,  medical  and  conduct  history,  family  relationships,  heredi- 
tary trends,  economic  status,  home  and  neighborhood  influences,  church 
affiliations,  parental  attitudes,  personality  reactions,  instinctive  drives  and 
all  the  many  details  familiar  to  the  makers  and  readers  of  social  histories. 

Not  the  least  of  the  benefits  of  the  Court  Clinic  is  the  unusual  opportunity 
it  affords  for  contact  with  the  father.  The  child's  appearance  in  court  is  a 
family  crisis.  The  father  is  there  by  order  of  the  court.  If  employed,  he 
has  had  to  take  a  day  off  and  devote  it  wholly  to  his  child's  emergency. 
Often  he  finds  out  for  the  first  time  what  his  Jimmie  has  been  up  to  while 
he  has  been  going  about  his  business.  Usually  the  discovery  is  a  shock. 
Father  is  sobered,  humbled  and  ready  to  ransack  his  own  life  and  dealings 
with  his  child  to  find  the  reason  for  that  child's  misconduct.  In  court  he 
has  listened  to  the  searching  words  of  the  judge.  In  the  majority  of  cases 
he  is  realizing  his  failure  as  a  parent.  However,  he  can't  talk  back  to  the 
judge  but  he  is  nonplused,  worried  and  making  resolutions  to  do  better  if  he 
is  only  given  the  chance.  An  hour  later  the  judge  is  gone,  the  courtroom  is 
clear  and  he  is  waiting  with  his  boy  for  the  mysterious  examination  which 
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the  judge  has  ordered.  There  in  the  same  room,  while  his  boy  is  taken 
away  to  another  room  by  a  smiling  young  lady  for  a  test  of  some  kind,  he 
himself  is  given  an  interview  in  which  he  can  talk  it  all  over.  Defences  are 
down  and,  in  this  honest  moment,  father  sees  himself  in  his  relation  to  his 
child  and  the  chances  are  that  he  will  be  a  better  parent  to  his  other  children 
even  if  he  finds  that  he  has  sinned  away  his  day  of  grace  so  far  as  Jirnmie 
is  concerned. 

When  the  social  investigation  is  added  to  the  father's  story  and  the 
physical,  psychiatric  and  psychometric  examinations  are  completed,  the 
material  is  summarized  on  the  blanks  provided.  Topics  include:  name, 
age,  court  ordering  the  examination,  date,  place,  home  address,  previous 
offenses,  environmental,  social  and  conduct  history,  medical  history,  physi- 
cal examination,  school  history,  examination  in  school  work  (not  often  done 
at  this  point)  but  follows  the  line  of  work  used  in  the  Ten  Fields  of  Inquiry 
regarding  retarded  school  children),  psychometric  rating,  psychiatric  exam- 
ination, summary  and  comment,  nature  of  problem  and  statement  of  factors 
to  use  in  solving  the  problem  —  assets  and  liabilities. 

The  unit  collaborates  in  summarizing  the  study  for  this  report  and  a  copy 
of  the  social  history  is  enclosed  when  it  is  given  to  the  judge.  If  the  child  is 
sent  to  an  institution,  a  copy  also  accompanies  him. 

Not  all  court  examinations,  however,  mean  commitment  to  an  institution. 
The  study  is  made,  not  only  to  appraise  the  child  but  also  to  ascertain  the 
steadying  and  supporting  elements  in  his  situation.  If  the  environment  is 
too  much  of  a  liability  and  the  drives  too  strong,  an  institution  is  the  only 
resort  but  often,  recommendations  for  foster  home  placement  or  other 
community  adjustments  are  made  instead.  In  making  decisions  the  judge 
considers  attentively  the  Clinic's  analysis  of  the  case.  The  following  cases 
show  the  variety  of  delinquencies  and  the  thoughtful  disposition  made  of 
each  case: 

One  boy  was  sent  to  a  school  for  the  deaf  when  study  showed  his  misbe- 
havior to  be  directly  influenced  by  his  defective  hearing  —  a  factor  pre- 
viously overlooked.  Another  was  placed  in  a  foster  home  by  the  Division 
of  Child  Guardianship  when  his  running  away  was  found  to  be  due  to  a  cold- 
hearted  mother  and  unsympathetic  home.  A  county  training  school  has 
been  substituted  for  a  correctional  school  in  several  cases  of  overt  and 
habitual  misconduct  as  to  public  school  attendance  and  citizenship. 

A  feebleminded  girl  with  poor  heredity,  stepmother  trouble  and  previous 
record  of  delinquencies  was  charged  with  being  a  stubborn  child.  Her 
mental  status  was  such  as  to  make  a  school  for  the  feebleminded  the  correct 
solution  for  her. 

A  boy  of  sixteen  was  charged  with  breaking  and  entering  —  vacant  house 
and  garage.  He  had  a  miserable  home,  over-crowded  and  unkempt;  limited 
mentality;  suggestible  nature  and  inadequate  supervision.  He  was  sent 
to  a  fine,  upstanding  uncle  in  Maine. 

A  boy  of  sixteen  was  charged  with  larceny  of  an  automobile  —  a  common 
thing  among  boys  of  that  age.  He  was  found  to  have  leadership,  ability, 
an  excellent  home,  constructive  interests,  church  affiliations  and  previous 
good  standing  in  the  community.    He  was  put  on  probation. 

Two  boys,  ten  and  eleven  respectively,  came  before  the  court  charged 
with  malicious  destruction  of  property.    The  older,  angry  with  a  teacher, 
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had  gotten  the  younger  to  help  him  in  throwing  ink  all  over  the  school  room 
and  flooding  the  building  with  a  fire  hose.  They  became  frightened  as  the 
water  poured  through  the  structure  but  didn't  know  how  to  turn  it  off. 
The  older,  a  neurotic  child  in  an  unfavorable  home  environment,  was  put 
into  a  foster  home.  The  younger  had  an  excellent  home  and  parents  of 
intelligence  and  good  insight.  He  was  dismissed  to  the  care  of  his  father 
who  moved  to  a  better  neighborhood. 

Three  feebleminded  sisters  with  no  previous  record  of  delinquency  were 
adjusted  in  their  own  home  by  arrangement  for  suitable  supervision  and  a 
job  for  the  oldest. 

An  attractive,  Italian  boy  of  ten  who  was  charged  with  breaking  and 
entering  and  malicious  destruction  of  property  had  already  earned  the  nick- 
name (in  which  he  gloried)  of  Tony  the  Crcok.  His  mother  was  a  widow 
who  spoke  no  English  and  was  helpless  in  the  face  of  Tony's  independence, 
aggressiveness  and  destructive  tendencies.  He  was  found  to  have  dull 
normal  intelligence  and  character  trends  which  it  was  beyond  the  power 
of  the  public  school  teachers  (who  had  already  done  their  utmost)  or  that 
of  the  Child  Guidance  Clinic  to  correct  or  control.  He  was  sent  to  an 
institution. 

Two  brothers  of  nine  and  fourteen  respectively  were  charged  with 
breaking  and  entering  and  larceny  on  several  occasions.  The  older  was  much 
in  the  company  of  older  men  of  a  vicious  class.  The  mother  was  a  widow 
of  limited  intelligence  and  irresponsible,  the  home  inadequate.  Institutional 
care  was  the  only  possible  provision  for  both. 

A  boy  of  ten  was  brought  in  on  a  charge  of  truancy.  He  had  been  living 
in  a  foster  home  and  was  first  tried  on  probation  but  the  liabilities  of  limited 
intelligence,  no  family  ties  and  non-amenability  to  training  finally  necessi- 
tated an  institution. 

Two  boys  of  fourteen  and  twelve  —  charge,  defacing  monuments  in  a 
cemetery.  They  were  given  probation,  directed  to  report  to  the  Child 
Guidance  Clinic  for  co-operative  supervision  and  not  allowed  each  others' 
companionship. 

Four  boys,  A  fourteen,  B  fifteen,  C  fifteen,  D  fifteen  were  brought  in 
together  charged  with  a  total  of  five  breaks  and  fifteen  larcencies  extending 
over  a  period  of  a  year.  Not  all  of  the  four  were  equally  involved.  The 
larcencies  included  shot-gun,  rifle,  revolver,  ammunition,  radio  and  parts, 
electric  motor,  flashlight,  opera  glasses,  hunting  knife,  tools,  antique  swords, 
etc. 

A  This  boy,  the  youngest,  was  the  leader  of  the  four.  The  major  lia- 
bilities were  inadequate  supervision  due  to  the  absence  of  cooperation 
of  the  parents  and  misdirected  leadership  ability.  He  was  considered 
potentially  dangerous  and  sent  to  an  institution. 

B.  Involved  in  only  one  of  the  thefts.  He  was  given  probation  and  his 
associates  and  general  supervision  improved. 

C.  Finnish  boy,  involved  only  partially.  He  was  a  fine  physical  speci- 
men, had  a  good  home,  interested  parents,  constructive  interests  and 
previous  good  conduct.  After  his  first  court  appearance,  his  conduct 
improved  so  materially  that  he  was  put  on  probation. 

D.  Partially  involved.  He  had  a  good  home  although  his  family  was 
very  poor,  a  sympathetic  mother,  no  previous  delinquencies,  normal 
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intelligence,  good  standing  and  an  ambitious  nature.    He  was  placed 
on  probation  and  owing,  to  the  extreme  harshness  of  his  father  was 
removed  to  a  foster  home. 
A  boy  of  sixteen  had  assaulted  his  father  and  was  brought  in  on  a  stubborn 
child  charge.   He  was  found  to  have  an  unstable  home  and  family,  unwhole- 
some home  atmosphere,  two  delinquent  older  brothers;  the  boy  himself 
had  incipient  Tuberculosis  and  a  peculiar  personality;  his  paternity  was 
uncertain  and  there  was  bad  feeling  of  long  standing  between  him  and  his 
father.    He  was  removed  from  his  home  to  an  excellent  boarding  school 
featuring  military  training  in  a  nearby  state. 

A  girl  of  sixteen,  a  foreign-born  Italian,  was  brought  in  on  a  charge  of 
appropriating  books  from  the  school  and  library  and  tearing  leaves  from 
the  school  encyclopedia  and  taking  them  home  for  study.  Value  of  the 
mutilated  books,  $200.  This  case  aroused  much  sympathy.  She  was  a 
slave  to  a  hypochondriacal,  neurotic  mother  and  the  household  drudge. 
The  physical  examination  of  the  mother  was  recommended,  the  girl  put  on 
probation  and  her  home  duties  were  to  be  lightened  so  that  she  could  give 
the  proper  time  to  her  school  work  and  have  time  for  normal  recreation. 

Numerical  Summary 
Cases  examined  for  all  courts  in  the  district 

Average  No. 

Year                                                                Boys               Girls             Total  per  Month 

1931                                                                  14                  -                      14  2H 

1932                                                                  24                  6                     30  2^ 

1933                                                                  36                  3                      39  3H 

1934  (5  mos.)                                                     42                  6                      48  9H 

116    89%        15    11%  131 

Child  Guidance  Clinic  Cases  which  later  became  Juvenile  Court  Cases. 

Year  Boys  Girls  Total 

1931  

1932    4  -  4 

1933    7  2  9 

1934    3  1  4 

14  3  17 

Juvenile  Court  Cases  referred  to  Child  Guidance  Clinic  for  co-operative  Super- 
vision during  Probation 

Year  Boys  Girls  Total 

1931  

1932    5  1  6 

1933    2  -  2 

1934    4  -  4 

11  1  12 

In  addition  to  the  examinations  definitely  ordered  by  the  judge  and 
enumerated  above,  the  Child  Guidance  Clinic  co-operates  with  the  court  in 
three  ways : 

1.  In  connection  with  children  who  have  been  previously  known  to  the 
Clinic.  The  court  has  the  full  benefit  of  Clinic  study.  During  1932,  1933, 
1934  (1st  5  mos.)  there  were  17  such  cases. 

2.  During  the  same  period,  twelve  court  cases  have  been  referred  to  the 
Child  Guidance  Clinic  for  co-operative  supervision  during  probation.  These 
are  cases  in  which  psychiatric  help  is  of  particular  value. 
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3.  Children  are  often  sent  to  the  Child  Guidance  Clinic  when  they  first 
become  known  to  the  court  in  an  effort  to  forestall  further  ofe?Jses  which  would 
make  them  liable  to  commitment  to  an  institution. 

Note  :  In  all  three  classes  of  cases,  the  schools,  where  ordinarily  the  first 
symptoms  of  delinquency  originated  and  who  have  to  deal  subsequently 
with  children  not  committed,  are  also  given  the  benefit  of  reports  of  study 
or  examination. 

In  conclusion,  the  close  co-operation  of  probation  officer,  attendance 
officers,  children's  agencies,  and  schools  with  the  Juvenile  Court  Clinic 
should  be  noted.    It  is  complete  and  wholehearted. 

The  court  clinic  is  not  the  judge  and  it  must  be  understood  that  it  is  not 
claimed  that  in  every  case  quoted  above  the  judge  disposed  of  the  case  in 
exact  accordance  with  Clinic  recommendations.  In  all  cases,  however,  the 
judge  uses  the  Clinic  study  and  analysis  for  additional  light  and  in  many 
cases  recommendations,  with  or  without  modification,  are  adopted.  The 
state  hospital  did  not  seek  to  enter  the  field  of  juvenile  delinquency  but 
willy-nilly,  under  the  necessity  of  Chapter  215  of  the  Acts  of  1931,  it  is  there, 
making  its  contribution  and  the  value  of  that  contribution  which  a  socially 
minded  judge  sets  upon  it  is  attested  by  the  increasing  demands  he  makes 
upon  it. 


So 

A  STUDY  OF  MORON  AND  BORDERLINE  WOMEN  UNDER 
SUPERVISION  IN  A  CONTROLLED  ENVIRONMENT 

By  Ruth  A.  Gegexkeimes,  Social  Head  Worker, 
Waller  E.  Fernaid  State  School 

In  April,  1922  an  act  was  approved  by  the  Legislature  and  became 
effective  the  following  August,  which  provided  for  the  regulated  parole  of 
patients  from  State  Schools  for  the  feebleminded.  This  parole  has  no  age 
nor  time  limit,  and  tie  conditions  made  and  supervision  given,  are  deter- 
mined by  the  trustees  of  such  institutions.  Since  the  passage  of  this  law. 
the  Walter  E.  Fernaid  State  School  has  been  placing  male  and  female 
patients  in  the  community"  under  the  supervision  of  the  Social  Service 
Department.  Certain  patients  return  to  their  own  homes  under  supervision, 
but  the  majority  of  them  are  placed  in  situations  found  for  them  and  inves- 
tigated by  the  social  workers.  Failure  to  do  the  work  required  or  to  make  a 
social  adjustment,  may  require  return  to  the  institution.  On  the  other 
hand,  a  gradual  adjustment  and  proof  of  dependability,  a  stable  personality 
and  the  ability  to  earn  a  living  without  antisocial  behavior,  are  criterioos 
for  discharge  from  the  supervision  of  the  institution. 

In  the  spring  of  1923.  an  application  for  a  girl  to  work  as  a  helper  in  the 
kitchen  and  nurses'  dining  room,  was  received  from  a  small  general  hospital 
in  a  suburb  of  Boston.  This  opportunity  for  placing  a  girl  at  work  proved 
to  be  the  beginning  of  one  of  the  most  valuable  placement  situations  which 
the  School  has  had.  Since  the  parole  of  the  first  girl  on  April  30.  1923.  this 
hospital  has  been  used  continuously  so  that  the  number  working  there  at 
one  time  gradually  increased  to  eight.  At  the  present  time,  six  girls  are 
doing  practically  all  of  the  maid  work  in  this  hospital.  Their  work  is  of 
various  types,  consisting  of  general  kitchen  work  and  assisting  the  cook: 
taking  care  of  faculty  and  nurses'  dining  rooms :  waiting  on  table :  running 
the  Laundry:  general  maid  work  in  rooms,  halls,  wards,  and  bath  rooms  of 
the  hospital  and  nurses'  home :  and  taking  care  of  diet  kitchen  and  setting 
up  trays. 

Although  hospital  maid  work  is  somewhat  routine,  it  requires  more  or 
less  versatility  as  not  only  does  each  girl  learn  her  own  duties,  but  she  must 
also  learn  the  work  of  at  least  one  other  girl  so  that  she  is  able  to  relieve 
during  time  off.  vacation,  or  illness.  Furthermore,  she  must  become  accus- 
tomed to  the  fact  that  there  are  busy  periods  when  the  hospital  is  full  of 
patients  and  everyone  working  intensely.  At  such  times  her  particular 
work  must  be  well  done  without  close  supervision,  so  that  the  hospital  runs 
smoothly.  There  are  further  complications  and  a  challenge  to  ability,  due 
to  the  fact  that  periodically  a  new  group  of  student  nurses  arrives  for  train- 
ing. Implicit  obedience  in  the  carrying  out  of  orders  is  expected  from  the 
maids,  as  the  whole  atmosphere  of  the  hospital  demands  it.  These  factors 
require  a  girl  who  has  a  fairly  high  mentality,  who  has  a  good  background 
of  domestic  training,  and  who  is  not  too  great  a  personality  problem. 

The  continued  use  of  this  hospital  for  more  than  ten  years,  has  brought 
out  very  clearly  the  particular  advantages  offered  here  for  our  girls.  Most 
outstanding  is  the  personal  interest  of  the  Hospital  Superintendent  who  not 
only  takes  it  upon  herself  to  know  the  quality  of  the  work  produced  by  each 
girl  and  her  adaptability  in  her  place,  but  she  is  interested  in  the  girl's 
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personality,  and  her  welfare  outside  of  working  hours.  These  girls  are 
comfortably  housed  in  the  basement  of  the  nurse's  home,  several  sleep  on 
an  outdoor  enclosed  porch  all  the  year  round,  and  they  are  provided  with 
a  radio  of  their  own,  reading  material  and  games.  In  warm  weather  they 
have  the  use  of  out-door  swings  and  the  porch.  They  are  invited  to  most 
of  the  parties  given  by  or  for  the  nurses,  and  they  attend  the  nurses'  gradu- 
ation. Their  hours  of  work  and  their  times  off  are  regular  and  their  wages 
are  better  than  in  nearly  every  other  place  where  the  girls  from  the  School 
are  placed.  Companionship  with  girls  of  similar  mentality  is  also  an  asset. 
They  have  a  yearly  vacation  with  pay,  and  a  day  off  in  December  for 
Christmas  shopping.  Regular  and  special  outings  are  planned  for  them  by 
the  Hospital  Superintendent  and  the  social  workers  so  that  they  have  a 
normal  amount  of  recreation.  However,  they  are  not  permitted  to  leave  the 
hospital  grounds  unless  the  Superintendent  or  her  assistant  knows  where 
and  with  whom  they  are  going,  and  when  they  are  expected  to  return.  Any 
infraction  of  this  regulation  is  dealt  with  at  once. 

A  study  of  the  case  records  of  the  girls  brings  out  many  interesting  factors. 
Twenty  girls  in  all  have  been  placed  at  this  hospital,  but  four  of  these 
worked  for  a  few  weeks  only,  to  fill  the  places  of  others  during  illness.  Two 
others  did  not  remain  long  enough  for  a  fair  trial  as  both  were  so  lonesome 
and  unhappy  that  they  begged  to  return  to  the  School.  One  other  girl 
after  a  trial  of  ten  days,  proved  to  be  so  inefficient  and  so  dazed  with  the 
hospital  atmosphere  that  it  seemed  useless  for  her  to  remain. 

Of  the  thirteen  girls  who  remained  at  the  hospital  long  enough  for  a  fair 
test  of  efficiency  and  adaptability,  eight  might  be  considered  generally 
successful,  four  were  efficient  in  their  work  but  failed  in  other  ways,  and 
one  gradually  failed  in  every  respect.  Although  the  institution  refers  to 
them  as  ''girls"  the  youngest  was  27  years  old  when  paroled  to  the  hospital, 
and  the  oldest  37.  Their  mental  ages  range  from  8  years  and  9  months  to 
13  years  and  5  months,  and  intelligence  quotients  from  55  to  84.  The  girl 
with  the  highest  I.  Q.  has  a  peculiar  personality,  is  more  psychotic  than 
defective,  but  is  an  excellent  worker.  One  had  had  a  previous  trial  on  parole 
in  which  she  was  fairly  successful,  six  had  not  been  successful  when  tried 
in  other  positions,  and  six  had  had  no  previous  trial. 

Further  study  of  these  thirteen  cases,  shows  a  wide  divergence  in  heredity, 
early  environment  and  background.  Two  were  of  English  descent,  four 
Canadian,  one  Irish,  three  Scandinavian,  one  Italian,  and  two  American  by 
birth  and  parentage.  Ten  were  legitimate  children,  in  two  cases  legitimacy 
was  questioned,  and  in  one  case,  almost  nothing  was  known  of  parents. 
Seven  came  from  very  poor  early  environments  as  their  homes  were  broken 
by  separation  or  divorce  of  parents,  desertion  or  death  of  one  parent,  im- 
morality and  drinking.  In  three  cases  when  in  the  early  teens,  the  girls  came 
to  the  United  States  to  live  with  relatives,  early  environments  unknown. 
In  one  other  case  the  early  history  is  unknown.  Only  one  girl  of  the  thirteen 
lived  at  home  up  to  adult  life.  Six  cases  were  diagnosed  as  germ  plasm 
direct  in  type,  with  histories  of  feeblemindedness  known  in  other  members 
of  the  family.  In  the  other  cases  the  etiology  was  unknown,  but  the  relatives 
of  two  are  certainly  very  mediocre  in  intelligence,  although  never  diagnosed 
as  defective.  In  three  cases,  one  parent  had  a  court  record,  in  four  the 
mother  was  immoral  and  in  six  others  one  or  both  parents  were  intemperate. 
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The  relatives  of  three  girls  were  definitely  believed  to  be  a  poor  influence 
upon  them  and  contact  with  them  not  encouraged.  Five  others  have 
relatives  who  do  not  seen  to  be  of  very  high  type,  but  they  were  cooperative 
while  the  girl  was  in  the  institution,  and  have  been  of  some  assistance  in 
the  girl's  adjustment  since  leaving.  Three  others  have  relatives  or  friends 
of  fine  type  and  normal  intelligence,  whose  influence  has  been  a  decided 
asset.    Only  one  girl  had  no  one  interested  in  her  welfare. 

The  personal  histories  of  the  thirteen  girls  show  that  the  problem  of 
mental  deficiency  was  complicated  not  only  by  difficult  social  situations 
but  by  their  own  social  reactions  and  conduct.  Nine  were  sex  delinquents 
before  admission,  and  seven  of  these  had  had  illegitimate  children.  Five 
were  admitted  to  the  Fernald  School  by  direct  transfer  from  the  Lancaster 
Industrial  School,  one  from  the  House  of  the  Good  Sheperd,  one  from  the 
East  Boston  Court  with  a  suspended  sentence  to  Sherborn,  and  four  from 
institutions  where  they  had  been  sent  for  confinement.  Two  were  pregnant 
when  admitted.  One  came  directly  from  a  foster  home  where  she  was 
placed  by  a  social  agency.  All  were  16  years  or  older  when  admitted.  In 
every  case,  relatives,  friends,  public  officials  or  private  agencies  had  been 
trying  to  solve  the  social  problems  but  finding  that  mental  deficiency  was 
also  a  factor,  came  to  the  conclusion  that  the  girl  not  only  needed  stricter 
discipline,  but  also  protection  and  institutional  care  as  feebleminded. 

The  present  status  of  the  thirteen  girls  shows  that  six  are  still  working 
at  the  hospital.  Two  others  have  been  discharged  as  well  adjusted,  and 
one  discharged  to  a  sister  who  seemed  capable  of  assuming  responsibility 
of  her.  Four  were  returned  to  the  institution.  One  was  returned  because 
she  was  failing  in  her  effort  and  the  quality  of  work  and  was  in  rather  poor 
physical  condition.  Another  returned  as  she  was  very  unreliable  and 
untruthful  and  could  not  keep  the  hospital  regulations,  although  a  good 
worker.  A  third  came  back  because  she  was  deliberately  seeking  contacts 
with  men,  and  the  fourth  was  such  a  personality  problem  that  the  hospital 
could  not  endure  her  behavior  any  longer.  Of  the  last  two,  one  has  since 
been  deported  to  England  to  live  with  her  sister  and  the  last  has  been 
committed  to  the  Department  for  Defective  Delinquents  at  Bridgewater. 

A  brief  history  of  the  case  of  each  girl  in  order  of  her  parole  shows  more 
clearly  the  types  of  problems  presented. 

Case  1.  High  grade  moron  —  I.  Q.  70.  Early  history  unknown.  Father 
died  when  girl  was  about  11.  Girl  sent  to  Lancaster  Industrial  School  later, 
reason  not  given.  No  sex  delinquencies  known.  Childish,  has  periods  when 
she  is  very  stubborn  and  wilful,  quick  tempered  and  hard  to  manage.  Very 
repentant  afterward  but  this  does  not  carry  over  to  future  conduct  or 
effort.  Fair  worker  at  the  hospital  but  always  blaming  others  for  difficulties 
which  are  her  own  fault.  Discharged  from  our  supervision  to  care  of 
normal  sister  who  cooperated  with  the  School  and  seemed  to  have  a  good 
understanding  of  the  problem.  Later  reports  show  that  girl  does  not  keep 
any  work 'very  long,  but  reasons  for  this  are  not  known. 

Case.  2.  Diagnosed  high  grade  moron  in  institution.  Later  psycho- 
metric examination  brought  I.  O.  to  81  —  Borderline.  An  only  child. 
Parents  reported  intemperate,  separated  when  girl  was  small.  Mother 
immoral,  died  when  girl  was  12.  She  was  placed  in  a  good  foster  home  by 
a  social  agency.    No  sex  delinquencies  known.    Since  admission,  her  worst 
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faults  have  been  a  lackadaisical  manner,  egotism,  restlessness,  and  exagger- 
ation which  borders  on  deliberate  lying  at  times.  Quality  of  work  usually 
good,  especially  when  she  has  some  incentive.  One  trial  on  parole  at  general 
housework  was  not  considered  a  fair  test  of  her  ability,  due  to  unfairness 
of  employer.  Second  trial  at  hospital  was  quite  successful.  Due  to  girl's 
borderline  mentality,  her  ambition,  as  well  as  a  fair  sized  bank  account, 
she  was  allowed  to  take  a  course  of  one  year,  training  as  a  nursery  maid. 
She  graduated  with  her  class  and  obtained  work,  receiving  $16  weekly  plus 
maintenance.  The  School  discharged  her  and  for  a  while  she  did  well. 
Within  the  past  2  years  employers  who  could  afford  a  nursery  maid  have 
been  hard  to  find,  so  she  is  now  doing  general  housework.  Her  attitude 
toward  the  School  is  very  friendly  and  she  still  returns  for  advice,  and  help 
in  finding  work. 

Case  3.  High  grade  moron  —  I.  O.  75.  Parents  fairly  decent,  self- 
respecting  people  but  not  very  bright  mentally.  Germ  plasm  direct,  at 
least  one  other  child  defective.  Lived  at  home,  worked  in  mill.  Parents  could 
not  control  her.  Had  illegitimate  child,  ran  away  with  man  and  lived 
illegally  with  him,  second  child  born.  In  the  institution  proved  to  be  an 
excellent  worker,  especially  in  kitchen.  She  is  now  the  cook's  first  assistant 
at  the  hospital  and  takes  her  place  when  necessary.  Is  childish,  very  good- 
natured  and  kind  hearted.  Her  only  difficulty  is  a  rare  flare-up  of  temper, 
usually  over  some  trivial  occurrence,  for  which  she  is  afterward  very 
apologetic.  Her  family  is  very  cooperative  and  much  pleased  at  her  success. 
Discharge  is  being  considered  when  placement  elsewhere  can  be  arranged, 
so  it  will  not  interfere  with  the  supervision  of  the  other  girls  at  the  hospital. 

Case  4.  Moron.  I.  Q.  64.  Parents  died  when  girl  was  in  early  teens 
and  married  sister  took  her  into  her  home.  Relatives  could  not  control  her 
nor  was  she  influenced  by  placement  in  good  foster  homes.  She  became  a 
sex  delinquent  and  could  not  be  kept  away  from  men.  After  a  few  years 
in  the  institutions,  relatives  tried  her  at  home  once  more,  but  she  ran  away 
with  a  man  and  an  illegitimate  child  was  born.  She  was  returned  to  the 
School  for  a  number  of  years.  When  placed  at  work  at  the  hospital,  re- 
mained 6  years,  but  it  became  necessary  to  return  her  to  the  School  re- 
cently. She  was  becoming  very  irresponsible  in  her  work  and  seemed  to  be 
losing  all  ambition  and  pride  in  what  she  was  doing,  although  she  had  an 
exalted  opinion  of  herself.  She  was  greatly  overweight  and  could  not  be 
induced  to  follow  medical  advice. 

Case.  5.  High  grade  moron  —  I.  Q.  70.  Came  from  England  at  11  years 
of  age  to  live  with  aunt.  Nothing  known  of  relatives  or  previous  history. 
Was  a  behavior  problem  and  aunt  could  not  manage  her.  Placed  in  foster 
home  by  State  authorities,  but  was  soon  committed  to  Lancaster  for  larceny. 
From  there  placed  out  at  housework,  but  ran  away  after  stealing  watch  and 
chain.  Was  a  sex  delinquent.  At  the  School  she  proved  to  be  an  excellent 
worker  and  a  fine  musician,  with  a  good  voice,  and  she  became  one  of  the 
best  violin  players  in  the  orchestra.  When  placed  at  the  hospital  she  was 
very  satisfactory  as  a  worker,  was  quick  and  willing.  However,  reports 
were  soon  received  of  her  interest  in  a  taxi  driver.  She  went  to  ride  alone 
with  him  when  given  permission  to  go  out  on  an  errand,  so  was  returned 
to  the  School  after  a  trial  of  only  four  months.  Since  then  she  has  been 
deported  to  relatives  in  England. 
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Case  6.  Moron  —  I.  Q.  62.  Parents  illiterate,  intemperate,  deserted 
children,  mother  immoral.  Germ  plasm  direct,  sister  at  Waverley.  Girl 
placed  in  foster  homes  by  State  authorities  but  became  such  a  problem 
of  sex  interest  and  immoral  tendencies  that  she  was  sent  to  the  House  of  the 
Good  Sheperd.  After  admission  to  Waverley,  she  proved  to  be  an  excellent 
worker.  Since  parole  to  the  hospital  6  years  ago,  has  been  one  of  their  most 
dependable  workers.  She  takes  care  of  the  diet  kitchen,  keeping  it  clean, 
getting  trays  ready  and  helping  the  nurses  in  the  preparation  of  the  diets. 
Occasionally  she  becomes  involved  in  childish,  petty  quarrels  with  the  other 
girls,  but  on  the  whole  keeps  out  of  trouble  very  well.  Her  sex  interest  is 
still  active  as  evidenced  by  two  attempts  to  carry  on  flirtations  with  men 
with  whom  she  had  brief  contacts.  A  married  sister  of  poor  reputation  makes 
periodic  efforts  for  her  release,  but  this  would  undoubtedly  end  in  social 
difficulties. 

Case  7.  Diagnosed  high  grade  moron  in  institution.  Later  psychometric 
test  brought  I.  Q.  to  84  —  Borderline.  Came  to  United  States  from  Sweden 
at  11  years.  Mother  said  to  be  immoral;  neglected  girl,  who  became  so 
stubborn  and  difficult  to  manage  that  she  was  sent  to  Lancaster.  She  had 
an  early  history  of  sex  immorality,  but  there  has  been  no  evidence  of  sex 
interest  since  commitment  to  Waverley.  The  quality  of  her  work  was  good 
in  all  departments.  In  addition  she  learned  to  type,  wrote  a  very  clear 
hand,  and  was  helpful  with  copying  and  clerical  work.  She  was  given  two 
trials  at  housework,  but  did  not  adjust  very  well  at  either  place  and  ran 
away  from  the  second.  After  a  year  at  the  School  she  was  again  placed  out, 
and  three  types  of  work  were  found  for  her  in  V/i  years.  However,  she  did 
not  adjust  well,  was  unhappy,  discontented  and  dissatisfied.  She  did  well 
with  a  course  in  filing  and  was  encouraged  to  go  to  night  school  to  take  up 
typing  in  the  hope  she  could  fill  a  clerical  position,  but  eventually  lost  all 
ambition  in  this  direction.  Finally  when  placed  at  the  hospital  in  charge 
of  the  laundry  and  working  alone,  she  made  an  excellent  adjustment.  After 
4  years,  discharge  seemed  advisable  because  of  her  borderline  mentality.  She 
was  given  permission  to  look  for  another  place  while  boarding  with  friends, 
and  obtained  work  in  the  laundry  of  another  hospital.  She  seems  contented, 
does  satisfactory  work,  and  has  been  discharged  from  the  School's  care. 
However,  she  is  probably  somewhat  psychotic  in  make-up,  and  has  qualities 
that  are  not  found  in  a  true  defective.  Moreover,  she  has  a  definite  dislike 
of  people  in  general,  has  periods  of  depression  and  discouragement  for  no 
particular  cause,  is  somewhat  seclusive,  has  ability  but  lacks  initiative  and 
ambition. 

Case  8.  Moron  —  I.  Q.  59.  Parents  divorced,  mother  intemperate, 
home  broken  when  girl  was  about  9 ;  lived  in  poor  tenement  districts.  Germ 
plasm  direct,  one  brother  defective.  Girl  became  a  sex  delinquent  and  a 
truant  and  was  committed  to  Lancaster  at  13  years.  Later  paroled  to  an 
older  sister  whose  reputation  was  excellent.  She  could  not  control  her,  nor 
could  employer  with  whom  she  was  placed.  At  the  School  developed  into 
a  good  worker,  neat  and  quick.  Since  parole  to  the  hospital  over  5  years 
ago,  her  return  to  the  School  has  been  seriously  considered  more  than  once, 
due  to  her  conduct.  She  has  a  stubborn,  independent  manner  and  if  crossed, 
loses  her  temper  quickly,  and  is  often  very  rude  to  her  superiors.  She 
resents  correction,  sulks  and  is  often  bold  and  defiant  for  some  time  after- 
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ward.  She  is  also  a  gossip,  untruthful,  and  a  trouble  maker  amongst  the 
girls.  However,  she  has  improved  to  some  extent  and  when  she  makes  an 
effort  to  do  well,  her  personality  is  not  too  much  of  a  problem  in  the  hospital 
work. 

Case  9.  Moron  —  I.  Q.  59.  Mother  died  when  girl  was  very  young. 
Father  re-married,  but  home  conditions  were  poor  as  father  had  court 
records  for  drinking,  gambling  and  incest  with  oldest  daughter,  and  finally 
deserted.  One  sister  feebleminded,  another  believed  to  be.  Girl  very 
stubborn  and  hard  to  manage,  and  was  committed  to  the  care  of  the  State. 
Impossible  to  adjust  in  foster  homes  and  was  believed  to  be  immoral.  Com- 
mitted to  Lancaster  and  later  transferred  to  Waverley.  She  became  a  good 
worker,  but  was  erratic,  quarrelsome,  disagreeable  in  personality,  an  in- 
sidious trouble  maker,  and  had  a  violent  temper.  In  her  first  placement  at 
housework,  she  did  well  for  a  while,  but  was  childish  and  expected  a  great 
deal  of  attention.  Finally  was  returned  to  the  School  as  it  was  learned  that 
she  was  carrying  on  clandestine  affairs  with  every  man  in  the  locality  who 
would  have  anything  to  do  with  her.  Later,  she  was  given  a  trial  at  the 
hospital  where  she  received  closer  supervision.  However,  though  efficient 
and  satisfactory  in  her  work,  she  remained  less  than  10  months  as  she  was 
a  constant  trouble  maker  among  the  other  girls,  was  saucy  and  rude  to 
her  superiors,  had  many  displays  of  temper  and  it  seemed  impossible  to 
adjust  her  personality  to  the  hospital  life.  Her  violent  temper  became  more 
acute  and  she  was  such  a  serious  problem  of  delinquent  type  that  strict 
discipline  became  necessary.  She  was  therefore  committed  to  the  Depart- 
ment for  Defective  Delinquents  at  Bridgewater. 

Case  10.  Moron  —  I.  Q.  55.  Mother  weak  in  character  and  in  morals. 
Had  three  marriages,  and  at  least  10  children,  over  whom  she  had  little 
control  or  discipline.  Patient  was  sent  to  an  Industrial  School  when  12 
years  old  but  later  returned  home.  She  could  not  be  kept  off  the  streets 
and  finally,  after  the  birth  of  an  illegitimate  child,  came  to  Waverley.  Her 
greatest  difficulties  seemed  to  be  an  inclination  to  worry  over  imaginery 
ills  and  stubborn,  sulky  spells.  At  the  hospital  she  has  become  a  fairly 
dependable,  steady  worker,  but  needs  occasional  discipline  for  sauciness, 
stubbornness  and  a  tendency  to  gossip  and  carry  tales  among  the  girls  in 
a  deliberately  sly  manner.  She  has  remained  there  four  years  and  on  the 
whole  has  made  a  real  improvement  in  behavior.  She  is  interested  in  her 
child,  a  boy  of  13,  who  is  now  a  patient  at  the  School,  visits  him,  brings 
clothing  and  candy  for  him  and  takes  him  on  occasional  outings. 

Case  11.  Borderline  —  I.  Q.  76.  Mother  a  notorious,  common  prostitute 
who  served  time  in  a  reformatory.  Girl  allowed  to  run  the  streets  at  will, 
with  influences  of  the  worst  type.  Mother's  third  husband  placed  girl  when 
12,  in  the  care  of  a  social  agency.  When  old  enough  to  work,  she  was  very 
unsatisfactory,  was  lazy,  slovenly,  and  constantly  trying  to  attract  attention 
from  men.  She  was  treated  in  three  hospitals  for  incipient  tuberculosis, 
but  broke  the  rules  and  sought  attention  from  a  male  employee  with  whom 
she  had  immoral  relations.  When  sent  to  Tewksbury,  ran  away  and  lived 
illegally  with  a  man  and  was  finally  arrested  for  cohabitation.  A  sentence 
to  Sherborn  Reformatory  was  suspended  on  condition  that  she  be  admitted 
to  Waverley.  She  was  pregnant  when  admitted.  Her  difficulties  since  then 
have  illustrated  her  innate  weakness  of  character,  lack  of  judgment  and  will 
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power.  She  is  egotistical,  somewhat  underhanded,  will  lie  deliberately  to 
gain  her  own  end,  and  is  fond  of  long  philosophical  dissertations  along  moral 
lines  which  she  seems  incapable  of  applying  to  any  improvement  of  herself. 
Her  first  trial  on  parole  was  a  failure,  partly  due  to  the  inability  of  her 
employer  and  herself  to  adjust  to  each  other.  Two  rather  mild  attempts 
at  flirtations  were  discovered.  Her  second  trial  was  at  the  hospital  and 
seemed  to  be  succeeding  on  the  whole,  but  came  to  an  end  abruptly  after 
3J^  years.  Her  work  was  done  in  a  fairly  satisfactory  manner  and  she  seemed 
interested  in  it.  However,  it  was  learned  that  she  was  deliberately  breaking 
one  of  the  strict  hospital  regulations.  Her  underhanded  manner,  untruth- 
fulness, and  final  defiance  of  authority  could  not  be  tolerated,  particularly  as 
the  broken  regulations  had  been  discussed  with  her  twice. 

Case  12.  High  grade  moron  —  I.  Q.  63.  Nothing  known  of  early  history, 
except  that  she  was  adopted  at  4  years  of  age  and  lived  in  Xova  Scotia. 
When  nearly  20,  she  came  to  Massachusetts  with  a  member  of  the  family 
and  supported  herself  by  doing  housework.  Became  infatuated  with  a  man 
by  whom  she  had  a  child;  wanted  to  marry  him.  However,  it  seemed  evi- 
dent that  she  was  too  childish  and  immature  to  make  a  success  in  marriage 
and  she  was  sent  to  Waverley.  She  developed  into  an  excellent  worker  and 
her  first  trial  was  in  a  private  home.  She  was  exceedingly  stubborn,  and 
hard  to  manage  at  times,  but  gradually  this  trait  was  largely  overcome 
through  the  efforts  of  an  understanding  employer.  Circumstances  led  to 
two  transfers  in  her  work  in  9  months.  She  seemed  to  be  doing  well  but  was 
returned  to  the  School  at  once  when  it  was  learned  that  she  accepted  a  ride 
with  a  married  man  who  had  been  painting  at  the  house  and  was  sexually 
assaulted  by  him.  After  3  years  at  the  School  she  was  placed  at  the  hospital. 
She  is  now  doing  the  laundry  work,  likes  it  because  she  works  alone;  she 
has  been  there  2]^>  years.  She  says  she  is  happier  than  she  has  ever  been 
before,  and  except  for  occasional,  childish  quarrels  with  the  other  girls, 
she  is  proving  quite  satisfactory. 

Case  13.  High  grade  moron.  I.  Q.  71.  This  girl  had  an  extremely  poor 
heredity  and  early  environment.  Germ  plasm  direct,  one  brother  mentally 
defective.  She  lived  in  the  tenement  district  of  a  large  mill  city  with  parents 
who  quarreled,  were  intemperate,  and  immoral;  father  had  several  court 
records.  When  10  years  old,  mother  died  and  patient  went  to  an  orphanage. 
Several  years  later  she  was  taken  out  by  a  brother  and  later  lived  with  an 
aunt  who  ran  a  boarding  house  with  lodgers  of  very  poor  type.  Girl's 
associates  were  most  undesirable  and  she  was  subjected  to  immorality  at 
an  early  age.  At  14  years  she  was  sent  to  Lancaster  as  delinquent.  When 
paroled  from  here,  she  again  became  sexually  delinquent,  had  an  illegitimate 
child.  Later  another  trial  was  given  her,  but  in  spite  of  careful  supervision, 
she  repeated  her  sexual  misconduct  and  a  second  illegitimate  child  was  bora. 
Finally  her  admission  to  Waverley  was  arranged.  She  made  an  excellent 
adjustment  to  institutional  life  and  became  a  helpful,  dependable  worker. 
After  5  years  another  trial  was  given  her  in  an  excellent  home,  but  this  was 
a  failure  due  to  girl's  morose  discontentment  with  everything  done  for  her. 
Finally  after  several  spells  of  temper  which  reacted  in  ugliness  toward  the 
children  in  the  home  and  attempts  at  flirtations  with  two  men,  she  was 
returned  to  the  School.  Last  September  she  was  given  another  trial  at  the 
hospital  and  so  far  has  made  a  good  adjustment.    Except  for  one  spell  of 
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boldness  and  sauciness  for  which  she  was  immediately  disciplined,  she  has 
given  no  trouble. 

Definite  conclusions  are  difficult  to  draw  from  this  study,  but  many 
factors  of  interest  in  the  placement  and  supervision  of  moron  and  borderline 
female  patients  returned  to  the  community  may  be  noted.  It  is  obvious 
that  certain  ones  need  continued  supervision  over  long  and  indefinite  periods, 
especially  those  whose  wage  earning  capacities  are  on  a  high  level,  but  so 
complicated  by  other  factors  that  adjustment  to  present  social  conditions 
seems  doubtful.  Questions  such  as  equal  competition  in  labor,  minimum 
wage  laws,  the  mounting  cost  of  public  support  of  the  mentally  handicapped 
and  social  misfits  are  constantly  arising,  but  here  is  a  source  for  wage  earning 
in  which  the  mentally  defective  person  is  able  to  compete.  Not  all  would 
succeed,  many  are  not  suited  to  the  work  or  environment,  nor  do  they  need 
this  type  of  placement.  Moreover,  this  environment  would  not  succeed 
without  the  cooperation  and  understanding  on  the  part  of  the  Superintendent 
in  this  hospital,  or  some  person  who  is  willing  to  assume  the  responsibility 
involved  for  the  sake  of  the  benefits  gained. 

Can  the  small  hospital  be  used  as  an  outlet  for  more  girls  of  this  type? 
In  this  instance,  certain  factors  are  noteworthy.  With  cooperation  between 
the  institution  and  the  hospital,  a  controlled  and  fairly  stable  environment 
has  been  created.  The  work  is  hard  but  is  planned  and  supervised  by  others, 
is  more  or  less  routine  with  regular  hours,  and  no  more  responsibility  is 
expected  of  the  girl  than  she  proves  capable  of  assuming.  Furthermore, 
the  standards  of  the  hospital  give  her  excellent  training  and  discipline. 
Regulated  and  normal  recreation,  supervision  of  the  use  of  leisure  time,  and 
scarcity  of  opportunities  for  undesirable  acquaintances,  provide  protection 
from  harmful  influences  but  help  as  an  outlet  for  those  instincts  and  desires 
which  she  has  been  too  weak  to  control  alone  without  social  conflicts.  Most 
important,  the  individual  herself  should  be  considered,  and  here  her  self- 
respect  and  need  of  security  in  life  are  strengthened  when  she  is  earning  her 
own  living,  competing  successfully  with  others,  and  making  some  financial 
provision  for  the  future.  With  handicaps  in  many  cases  or  poor  heredity 
and  backgrounds,  failures  in  social  experiences,  plus  mental  defect,  self- 
respect  and  some  stable  factors  in  life  are  needed.  Once  these  are  gained 
and  coupled  with  successful  experiences,  some  of  these  moron  or  borderline 
women  are  able  to  stand  alone  and  compete  with  life  successfully  on  their 
own  mental  levels. 
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A  STUDY  OF  MALE  PATIENTS  UNDER  THE  SUPERVISION  OF 
THE  SOCIAL  SERVICE  DEPARTMENT  OF  THE 
WALTER  E.  FERNALD  STATE  SCHOOL 

By  Miss  Grace  I.  Finn-Brown  and  Miss  Doris  H.  Brown,  Social  Workers, 
Walter  E.  Fernald  State  School 

The  need  of  a  system  whereby  the  release  of  patients  from  State  Schools 
to  the  community  might  be  regulated  was  evident  for  at  least  ten  years  be- 
fore the  parole  system  was  adopted  in  1922.  The  annual  reports  of  the 
Walter  E.  Fernald  State  School  contain  many  interesting  facts  concerning 
this  development.    In  1912  Dr.  Fernald  wrote: 

"In  certain  cases  where  the  trustees  are  unwilling  to  discharge  a 
patient,  but  have  no  power  to  compel  custody,  he  is  allowed  to  go 
home  on  trial,  reporting  in  person  to  the  officers  at  the  School  at 
regular  intervals.    This  plan  provides  more  or  less  supervision  over 
the  patient  and  favorably  modifies  his  behavior  and  conduct.  We 
believe  this  informal  after-care  should  be  extended  and  developed  and 
put  on  a  permanent  basis." 
The  trustees  explained  in  their  report  this  same  year  that  they  felt  it  was 
safer  for  the  boys  and  girls  to  remain  in  the  institution  but  it  was  impossible 
to  keep  them  against  the  demand  of  the  parents  and  the  pressure  of  public 
opinion.    "We  have  not  sought  this  task,  but  we  must  take  conditions  as 
we  find  them,  deprecating  as  we  do  the  unrestricted  discharge  of  defectives." 
They  advocated  the  procuring  of  a  field  worker  to  have  supervision  of 
extra-mural  patients  and  each  year  this  need  was  stressed.    It  was  not  until 
seven  years  later,  1919,  that  a  field  worker,  a  trained  social  worker,  was  added 
to  the  staff  to  take  over  the  duties  of  supervision. 

At  this  time  there  were  already  many  patients  out  "on  trial".  The 
number  increased  annually  and  when  the  parole  law  became  effective  they 
were  automatically  given  the  status  of  "on  parole"  under  the  supervision 
of  the  Social  Service  Department.  By  1925  the  number  of  boys  under 
supervision  reached  172.  Never  since  then  have  there  been  as  many  under 
supervision  at  any  one  time. 

The  decrease  in  number  since  1925  is  attributable  to  a  change  in  policy. 
After  having  had  these  few  years  of  experience  with  supervised  extra-mural 
patients  it  was  found  that  instead  of  keeping  patients  under  supervision  all 
of  their  lives,  it  was  desirable  to  discharge  certain  ones,  namely,  those  who 
were  well  adjusted  in  the  community  and  had  proven  competent  to  look 
after  themselves;  those  who  were  not  proper  material  for  parole,  since 
they  would  not  cooperate  with  the  School  in  the  plan  of  reporting,  or  their 
parents  were  likewise  uncooperative  and  desired  to  assume  entire  respon- 
sibility; those  who  lived  too  far  away  to  make  reporting  practicable  or 
supervision  effective;  and  those  who  were  unadjusted  in  the  community 
but  for  whom  a  return  would  not  be  a  solution  of  the  problem  because  of 
the  difficulty  of  readjustment  in  the  School.  In  some  cases  where  delin- 
quency or  psychosis  was  a  greater  problem  than  their  deficiency,  admission 
to  another  type  of  institution  was  needed. 

From  this  time  on,  a  merit  system  was  used  selecting  for  supervision  those 
who  had  profited  by  training  and  seemed  most  likely  to  adjust  outside  the 
School.   About  this  time  it  also  became  apparent  that  the  quality  of  super- 
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vision  and  the  proper  understanding  of  the  patient  by  the  supervising 
persons  were  important  factors  and  it  was  better  to  have  fewer  patients 
carefully  placed  out  rather  than  larger  numbers  in  the  community  who 
were  not  having  adequate  supervision. 

Another  change  in  the  parole  plan  is  noted.  In  the  first  years  the  appli- 
cation came  from  the  parents  for  the  patients  to  go  home  and  assist  at  home 
or  find  other  employment.  Gradually  the  practice  evolved  of  persons  in 
the  community  making  application  to  the  School  for  a  girl  or  boy  to  work 
for  them.  If,  after  an  investigation,  the  place  of  employment  was  found  to 
afford  proper  environment  and  supervision,  a  patient  was  placed  with  the 
employer.  This  demand  has  decreased  during  the  years  of  industrial  de- 
pression. 

Since  the  parole  law  became  effective  in  August  1922,  two  hundred  twenty- 
eight  boys  have  been  placed  in  the  community  under  the  supervision  of 
social  workers.  This  study  of  these  boys  confines  itself  to  the  analysis  of 
their  behavior  both  before  and  after  leaving  School,  the  number  of  years  of 
training  in  the  School,  their  intelligence  quotients,  age  of  leaving  School, 
whether  they  went  out  to  relatives  or  employers,  the  length  of  time  they 
were  supervised  before  discharge,  and  the  reason  for  discharge. 


Paroled  to 

Relatives 

Group 

or 
Friends 

Employers 

Them- 
selves 

Total 

I 

Discharged  — 

Adjustment  Satisfactory  . 

60 

7 

7 

74 

74 

II 

Discharged  — 

Adjustment  Unsatisfactory  because: 

76 

(a)   Patient  Uncooperative  . 

7 

7 

(b)  Family  Uncooperative  . 

14 

1 

15 

(c)   Patient  too  far  away  for  ade- 

quate supervision 

18 

18 

(d)  Too  young  to  expect  adjust- 

ment   

3 

3 

(e)   Psychotic  type. 

2 

2 

(f)    Delinquent  type 

26 

26 

(g)   Returned  —  Discharged  out- 

right from  School 

3 

2 

5 

III 

Discharged  — 

Committed  to  Institutions: 

17 

(a)  State  Hospitals 

3 

3 

(b)  Bridgewater  .... 

6 

3 

9 

(c)   House  of  Correction 

2 

2 

(d)  Industrial  Schools  . 

3 

3 

IV 

Escape  from  Parole  .... 

23 

(a)   Never  located — discharged 

8 

4 

12 

(b)  Located,   returned,  escaped, 

discharged  from  School 

3 

3 

6 

(c)   Still  on  escape — not  discharged 

5 

5 

V 

Others 

(a)   Returned   and   remained  at 

38 

School   

9 

7 

16 

(b)  On  parole  .... 

13 

8 

22 

Total  

180              40  8 

228 

228 
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It  was  learned  that  over  three-fourths  of  the  boys  went  out  to  live  with 
relatives  or  friends,  one-sixth  were  placed  with  employers  and  the  remainder 
(one-twelfth)  were  directly  responsible  to  the  School. 

Seventy-four  (32%)  have  been  discharged  as  satisfactorily  adjusted, 
taking  into  consideration  their  mentality  and  the  circumstances  under 
which  they  were  living  in  the  community;  one  hundred  eleven  (49%) 
were  discharged  for  various  reasons  although  they  were  not  satisfactorily 
adjusted;  five  (2%)  are  still  on  escape;  sixteen  (7%)  were  returned  to  the 
School  where  they  still  remain;  and  twenty-two  (10%)  are  still  out  under 
supervision.  The  following  tables  illustrate  the  status  of  boys  on  March  1, 
1934,  and  the  last  intelligence  quotients  obtained  before  they  left  the  School. 


Intelligence  Quotients 


Group 

Group 

Group 

Group 

Group 

I 

II 

III 

IV 

V 

Total 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

7c 

No.  % 

Imbeciles 

6 

8 

6 

8 

1 

6 

1 

4 

13 

34 

27  12 

Morons 

51 

69 

47 

62 

10 

59 

14 

61 

20 

53 

142  62 

Borderlines  . 

10 

14 

17 

22 

4 

23 

6 

26 

5 

13 

42  18 

Above  . 

7 

9 

6 

8 

2 

12 

2 

9 

17  8 

Total  Numbers 

74 

100 

76 

100 

17 

100 

23 

100 

38 

100 

228  100 

Group  I 

The  first  to  be  considered  is  the  group  of  74  boys  who  made  a  satisfactory 
adjustment.  Their  intelligence  quotients  ranged  from  41  to  92,  and  92  per 
cent  were  on  the  moron  level  or  above.  The  majority  remained  at  the 
School  two  to  ten  years.  Three  per  cent  of  them  were  below  fifteen  years  of 
age  when  returned  to  the  community,  81  per  cent  from  fifteen  to  twenty- 
one  years,  and  16  per  cent  were  older.  Three-quarters  of  the  group  were 
discharged  after  supervision  of  three  to  seven  years. 

Nearly  all  were  supervised  by  friends  or  relatives  in  addition  to  the  super- 
vision of  the  School.  Three  high  grade  moron  boys  entered  the  Public 
Schools  and  received  diplomas  from  the  eighth  grade.  All  but  a  few  of  the 
lower  grade  boys  found  jobs.  Many  changed  their  work  frequently,  while 
some  held  the  same  job  for  seven  or  eight  years.  They  were  able  to  do  many 
different  types  of  work  which  included  farming,  working  in  stores  and  fac- 
tories, being  an  orderly  in  a  hospital,  cooking  in  a  restaurant,  and  helping 
plumbers  and  electricians.  One  boy  with  an  intelligence  quotient  of  55 
worked  for  a  plate  glass  company.  He  began  as  packer,  was  promoted  to 
cutter,  and  when  discharged  was  the  head  cutter  earning  S36  a  week.  There 
was  great  variation  in  the  amount  of  money  they  earned,  some  getting  only 
a  few  dollars  a  week  and  others  getting  $25  or  $30.  Six  boys  were  placed  on 
farms  by  the  School  and  one  as  a  houseboy.  The  work  found  by  the  boys 
themselves  was  in  restaurants,  factories,  and  on  farms. 

About  70  per  cent  of  the  adjusted  patients  were  serious  behavior  problems 
before  admission  but  only  one-third  of  this  number  continued  to  present 
such  problems  at  the  School.  Seven  boys  had  been  in  court  at  least  once; 
two  for  breaking  and  entering  and  larceay.  two  for  indecent  exposure,  one 
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for  larceny  and  homosexual  acts,  one  for  setting  fires,  and  the  charge 
against  one  patient  is  not  known.  The  most  serious  forms  of  misbehavior 
before  admission,  in  the  order  of  frequency,  are:  being  unmanageable  and 
destructive,  running  away  from  home  and  staying  out  late  at  night,  being 
cruel,  showing  some  abnormal  sex  interest  in  girls,  and  truanting. 

Since  discharge  85  per  cent  of  these  patients  have  been  followed  up.  It 
has  been  found  that  all  but  two  have  done  well;  one  has  been  involved  in 
sex  difficulties,  and  another  has  apparently  deteriorated  and  developed 
symptoms  suggestive  of  a  psychosis.  One  other  has  died.  Many  of  the 
boys  have  held  one  job  for  at  least  three  or  four  years  and  a  few  as  long  as 
eight  or  twelve  years;  some  have  continued  to  work  in  the  same  place. 
Many  more  were  unable  to  keep  their  jobs  for  such  long  periods  because 
of  general  economic  conditions. 

Group  II 

The  second  group  to  be  considered  is  that  of  76  boys  whose  community 
adjustment  was  unsatisfactory  or  doubtful  at  the  time  of  discharge.  Their 
intelligence  quotients  were  similar  to  those  in  the  preceding  group  except 
that  there  were  fewer  morons  and  a  higher  percentage  of  borderline  cases. 
It  was  also  found  that  they  left  the  institution  at  a  slightly  younger  age 
and  before  they  had  received  quite  as  much  training  as  those  in  the  satis- 
factorily adjusted  group.  Furthermore,  they  were  discharged  in  a  much 
shorter  time.  All  but  three  of  these  boys  had  been  placed  with  relatives  or 
friends  and  practically  all  secured  work.  The  work  was  of  many  types, 
largely  unskilled  labor.  The  majority  earned  not  more  than  $10  a  week 
and  few  received  more  than  SI 5. 

One-third  of  these  76  boys  were  discharged  because  of  serious  delinquency 
and  had  to  be  dealt  with  on  that  basis.  Some  were  in  court  on  charges  of 
larceny,  breaking  and  entering,  and  abnormal  sex  behavior;  and  an  equal 
number  were  uncontrollable  due  to  their  staying  out  late  nights,  stealing, 
drinking,  being  stubborn,  having  serious  temper  outbursts,  and  the  like. 
Four  were  discharged  before  they  had  actually  become  serious  problems 
because  it  was  feared  that  on  account  of  previous  delinquencies  they  would 
ultimately  get  into  trouble,  and  could  not  be  readjusted  in  the  School. 

Almost  an  equal  number  were  discharged  because  continued  supervision 
seemed  useless  due  to  poor  cooperation  of  patient  or  relatives;  one-fourth 
lived  so  far  away  that  supervision  was  not  an  important  factor  in  the 
patient  s  life;  and  the  remainder  were  either  too  young  (according  to  our 
standards  but  relatives  insisted  upon  keeping  them  at  home)  or  were  too 
emotionally  unstable,  or  were  returned  to  the  School  for  various  reasons 
and  later  discharged  outright. 

Almost  90  per  cent  of  the  entire  unsatisfactorily  adjusted  group  were 
serious  behavior  problems  before  their  admission  and  slightly  more  than 
one-half  this  number  continued  to  be  difficult  to  manage  at  the  School. 
Fifteen  had  been  in  court  at  least  once:  five  for  larceny,  three  for  breaking 
and  entering,  three  for  stubbornness,  and  the  remainder  for  trauncy,  assault, 
manslaughter,  and  destructiveness.  Practically  all  had  been  difficult  to 
manage  and  the  majority  had  several  other  difficulties,  namely,  destruc- 
tiveness, stealing,  running  away,  staying  out  late  or  all  night,  and  truanting. 
Nine  had  set  fires,  six  displayed  abnormal  sex  behavior,  and  an  equal 
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number  were  cruel.  While  these  same  problems  were  found  among  the 
boys  who  made  a  satisfactory  adjustment,  in  this  group  they  occur  more 
frequently  and  in  a  more  serious  degree. 

Of  the  fifty-eight  of  this  group  who  have  been  followed  up  since  discharge 
it  was  found  that  three-fifths  of  them  have  kept  out  of  difficulties.  A  few 
held  jobs  for  a  fair  length  of  time  but  the  majority  drifted  from  one  place 
to  another.  Those  who  entered  the  Army,  Xavy,  or  Air  Service  were 
generally  the  most  successful,  doubtless  due  to  the  fact  that  they  were  sub- 
jected to  rigid  discipline.  Many  were  unable  to  entirely  support  themselves 
especially  those  who  married  and  had  families.  Another  fifth  of  the  boys 
served  time  in  some  correctional  institution;  four  were  committed  to 
Bridgewater  as  Defective  Delinquents.  Of  the  remainder  of  the  group,  six 
were  involved  in  some  difficulty,  four  were  committed  to  a  State  Hospital, 
and  two  died. 

Group  III 

The  third  group  comprises  those  17  patients  who  had  been  given  a  trial  in 
the  community  and  were  discharged  because  they  were  committed  to 
another  institution.  Their  intelligence  quotients  were  slightly  higher  than 
in  the  preceding  groups.  About  one-half  were  returned  to  the  community 
between  fifteen  and  twenty-one  years  of  age,  and  one-quarter  between 
twenty-two  and  thirty  years.  Slightly  more  than  one-half  the  boys  had  not 
had  more  than  two  years  of  institutional  training  and  few  had  been  at  the 
School  more  than  six  years. 

The  3  boys  who  were  finally  committed  to  State  Hospitals  had  been  placed 
with  their  parents.  After  living  in  the  community'  a  few  years  they  became 
so  uncontrollable  that  it  was  necessary  to  return  them  to  the  School  and 
later  commit  them  to  mental  institutions  where  they  have  since  remained. 

Of  the  14  patients  who  were  sent  to  correctional  institutions,  only  three 
were  placed  by  the  School  with  employers.  At  the  School  they  were  stub- 
born, sullen,  obstinate,  excitable,  and  rebellious.  Two  were  returned  to 
the  School  within  four  months  but  were  unable  to  adjust.  The  three  were 
committed  to  Bridgewater  as  Defective  Delinquents. 

The  remaining  11  patients  who  went  out  to  relatives,  had  been  serious 
behavior  problems  before  commitment  to  the  School.  The  majority  were 
very  dishonest  and  untruthful  and  several  were  unmanageable,  stubborn 
and  destructive,  displayed  violent  tempers,  and  truanted  from  school;  one 
had  set  fires.  Six  of  the  boys  had  been  in  court  for  being  stubborn,  writing 
threatening  letters,  assaulting  girls,  and  stealing.  More  than  one-half  the 
patients  continued  to  be  serious  disturbing  factors  during  the  years  they 
were  at  the  School.  Deliberate  disobedience,  slyness,  and  resentment  of 
authority  were  frequent,  while  cruelty  to  younger  children,  defiance,  vicious 
types  of  mischief,  and  numerous  escapes  were  also  evident  in  their  conduct. 

While  at  home  a  few  boys  attended  school  but  most  of  them  tried  to  work. 
In  general,  they  took  any  job  they  could  find  and  gave  up  their  work  very 
easily.  Several  worked  as  messengers,  clerks,  or  errand  boys  while  others 
were  employed  in  restaurants  and  factories  and  as  helpers  to  roofers,  painters 
and  the  like.  Two  boys  returned  to  the  School  and  were  later  sent  to 
Bridgewater  as  defective  delinquents  because  they  were  so  difficult  to 
manage  and  nine  were  sent  to  correctional  institutions  directly  from  the 
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community.  The  various  charges  were  larceny,  assault  and  battery, 
forgery  of  checks,  and  stubbornness.  Xone  of  these  boys  remained  in  the 
community  for  more  than  three  years. 

Eleven  boys  have  been  followed  up  since  discharge  from  this  School. 
Four  are  now  on  parole  from  Bridge  water  —  one  is  working,  one  is  un- 
employed, one  has  been  arrested  for  passing  bad  checks,  and  one  has  dis- 
appeared. Two  are  at  Bridge  water  and  have  never  been  returned  to  the 
community  and  a  third  died  at  that  institution.  One  boy  apparently  worked 
fairly  steadily  and  when  last  heard  from  had  joined  the  Army;  another 
married  and  for  a  while,  at  least,  worked;  a  third  has  been  unable  to  keep 
any  job;  and  the  last  is  irresponsible,  lazy,  egotistical,  and  quite  unstable. 

Group  IV 

The  fourth  group  is  composed  of  the  23  boys  who  have  escaped  while 
under  supervision.  Eighteen  boys  were  not  located  at  the  end  of  two  years 
and  were  therefore  automatically  discharged.  Their  intelligence  quotients 
average  almost  the  same  as  the  two  previous  groups  but  there  are  fewer 
imbeciles  and  more  borderline  cases.  More  than  two- thirds  of  the  group 
were  at  the  School  from  3  to  10  years  and  all  but  one  were  over  15  years  of 
age  when  placed  in  the  community. 

One-half  the  boys  were  placed  with  employers,  one  as  porter  in  a  hospital 
and  the  others  as  helpers  on  farms.  Over  one-half  of  this  group  escaped  in 
less  than  two  years  and  all  left  within  five  years.  Many  had  been  giving 
satisfaction  while  others  had  become  independent  and  sullen  and  a  few  had 
been  involved  in  very  serious  difficulties. 

The  other  boys  who  lived  with  relatives  were  restless  and  seemed  unable 
to  work  steadily.  They  changed  their  jobs  frequently  and  usually  held  a 
variety  of  positions.  Several  became  saucy  and  defiant,  stayed  out  late 
nights,  stole,  drank,  etc. ;  one  was  sentenced  to  Deer  Island  for  a  month. 
Three  boys  were  not  typical  cases  of  escape  but  were  considered  as  such 
for  statistical  purposes ;  one  went  to  Florida  to  work  for  his  brother,  without 
obtaining  permission  from  the  School,  another  joined  the  Army,  and  the 
last  disappeared  with  his  mother.  This  group  of  boys  remained  in  the 
community  longer  than  those  who  lived  with  employers. 

Considering  the  entire  group  of  23  boys,  all  except  four  were  serious  be- 
havior problems  and  one-half  the  boys  were  difficult  to  manage  at  the 
School.  Seven  had  been  in  court  on  charges  of  stubbornness,  larceny,  and 
abnormal  sex  behavior.  The  other  forms  of  misconduct  were  not  very 
different  from  those  found  among  the  unsatisfactorily  adjusted  group. 

Of  the  IS  who  have  been  discharged  from  escape,  12  have  been  followed 
up:  two  have  died,  eight  have  worked  and  kept  out  of  difficulties  (four  of 
these  being  in  the  Army  or  Navy),  one  has  developed  a  psychosis  and  is 
now  on  escape  from  another  State  School  to  which  he  was  committed,  and 
one  has  been  arrested  twice  for  violating  automobile  laws  and  once  for 
breaking  and  entering. 

Group  V 

The  last  group  to  be  considered  includes  22  boys  who  are  living  in  the 
community  under  the  supervision  of  the  School  and  16  boys  who  when 
given  a  chance  to  five  in  the  community  were  unable  to  remain  there  and 
are  now  at  the  School.    Few  of  this  group  of  38  patients  had  intelligence 
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quotients  above  the  moron  level.  Six  left  the  School  before  receiving  seven 
years  of  training  while  19  remained  here  more  than  ten  years.  There 
seemed  to  be  great  variation  in  the  age  of  leaving  the  Schozl  —  the  r^n re 
being  from  13  to  over  30  years. 

Before  admission  only  one-third  had  presented  serious  behavior  problems 
and  one-half  of  these  responded  to  treatment  at  the  School.  Three  had  had 
court  records  for  breaking  and  entering,  manslaughter  and  stubbornness. 
Several  had  exhibited  cruel  and  vicious  traits. 

Turning  now  to  the  boys  living  outside  the  institution  under  the  super- 
vision of  the  School.  13  are  with  relatives.  Two- thirds  of  this  number  can- 
not be  expected  to  support  themselves  because  they  lt±  ~-.—  'y  uu'zecues 
who  need  a  great  deal  of  care.  However,  several  are  doing  odd  jobs  and 
helping  with  the  household  chores  which  is  about  all  that  can  be  expected 
of  them.  The  other  boys  are  doing  their  best  to  earn  a  living  as  they  are  on 
the  moron  level  or  above  and  are  more  capable.  In  spite  of  the  difficulty 
in  finding  work  and  the  low  wages  offered  by  employers,  most  of  them  are 
earning  at  least  -S10  a  week.  C>ne  boy  worked  in  a  furniture  factory  for 
eight  vears  —  until  the  factorv  closed  —  and  earned  from  SS  to  $12  a  week : 
when  last  heard  from  he  had  joined  the  Citizens"  Conservation  Corps.  Other 
boys  have  worked  with  painters,  helped  in  lumber  yards,  delivered  groceries, 
etc. 

Nine  boys  were  placed  in  situations  found  or  approved  by  the  School: 
seven  are  working  on  farms,  one  in  a  restaurant,  and  the  last  has  had  several 
dine  rent  kinds  of  jobs  and  now  is  working  at  a  gasoline  station  and  does  a 
variety  of  chores. 

Sixteen  boys  who  were  formerly  living  in  the  community  are  now  at  the 
School.  Those  who  were  placed  with  relatives  were  able  to  stay  out  longer 
than  those  who  were  with  employers,  doubtless  due  to  the  fact  that  they 
were  low  grade,  well  behaved  boys  who  would  be  likely  to  get  alrnz;  satis- 
factorily if  too  much  were  not  expected  of  them.  Four  were  returned  because 
the  persons  who  had  assumed  responsibility  for  them  died  and  there  was 
no  one  who  was  willing  to  supervise  them:  one  needed  medical  care;  and 
four  had  no  steady  work  and  either  were  already  in  minor  dimculties  or 
appeared  to  be  on  the  verge  of  serious  trouble.  Of  the  seven  boys  placed  on 
farms  and  in  hospitals  only  two  remained  out  more  than  one  year.  One 
boy  asked  to  return  to  the  School  because  he  felt  the  work  was  too  hard; 
three  were  returned  because  they  ^vere  unsatisfactory :  two  were  involved 
in  delinquencies,  and  one  seemed  to  have  deteriorated  mentally. 
There  is  a  slightly  higher  percentage  among  the  successes  who  had  been  in 
foster  homes.  It  would  be  interesting  to  have  data  on  more  cases  with  fuller 
descriptions  of  the  foster  home,  and  of  the  personalities  of  the  foster  families. 
One  might  expect  the  training  to  be  a  potent  factor  in  the  later  success  or 
failure  of  the  girl.  The  midtiplicity  and  the  complexity  of  the  factors  in- 
volved are  rather  overwhelming.  The  whole  problem  of  personality  ruirht 
well  be  considered.  Certainly  the  personality  of  the  girl  and  her  reactions 
to  dennite  situations  is  interesting.  The  matter  of  obtaining  such  data  is 
exceedingly  difficult.  One  might  bear  in  mind  however  the  desirability  of 
knowing  more  about  her  personality  and  that  of  the  persons  with  whom  she 
came  in  contact  during  various  periods  of  her  life:  the  pre-institutional.  the 
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institutional,  and  the  period  in  the  community  (wage  home).  This  might 
well  be  the  subject  of  a  special  study. 

Conclusions 

In  summing  up  the  study  of  the  22$  boys  who  were  placed  in  the  com- 
munity under  the  supervision  of  the  Walter  E.  Fernald  State  School,  it  was 
found  that  three-fourths  of  the  patients  were  imbeciles  and  morons  and  the 
remainder  were  of  borderline  mentality  or  above.  Three-fifths  of  the  group 
remained  at  the  School  six  years  or  less.  More  than  two-thirds  were  be- 
tween 15  and  21  years  of  age  when  placed  outside  the  institution.  Three- 
fifths  of  the  boys  were  supervised  from  two  to  five  years. 

Those  who  were  discharged  because  they  had  adjusted  as  well  as  could 
be  expected  had  the  highest  percentage  of  morons  and  next  to  the  lowest 
percentage  of  the  borderline  level.  This  is  not  surprising,  as  experience 
has  shown  that  generally  the  moron  has  fewer  difficulties  as  he  is  more  likely 
to  be  accepted  in  the  community  for  what  he  actually  is,  while  the  person 
of  borderline  mentality  is  often  considered  average  or  normal,  and  more  is 
expected  of  him  than  he  can  actually  accomplish.  Two-thirds  of  the  group 
received  not  more  than  six  years  of  institutional  training  and  very  few  re- 
mained at  the  School  more  than  ten  years.  When  returned  to  the  com- 
munity the  majority  (81%)  were  between  15  and  21  years  of  age.  They 
were  supervised  for  a  longer  period  than  were  the  other  groups  and  since 
discharge  have  done  very  well. 

Considering  the  behavior  of  the  boys,  those  who  made  an  unsatisfactory 
adjustment  and  those  who  were  committed  to  other  institutions,  before 
admission  to  the  school  presented  a  far  greater  number  of  serious  problems. 
Those  in  the  first  mentioned  group  had  twice  as  many  court  offenses  as 
those  in  the  second  group ;  these  were  mainly  on  charges  of  larceny,  breaking 
and  entering,  and  stubbornness.  They  also  had  a  very  large  number  of 
cases  of  setting  fires,  cruelty,  and  abnormal  sex  habits.  As  might  be  expected 
their  later  adjustment  was  poor. 

In  regard  to  this  whole  problem  of  releasing  boys  into  the  community  on 
the  merit  system,  another  fact  should  be  noted,  namely,  we  have  fewer 
patients  in  the  School  who  are  suitable  for  this  type  of  placing  out.  Poten- 
tially the  school  could  serve  the  community  by  training  the  good  morons  in 
desirable  social  and  industrial  habits,  but  actually  the  less  troublesome 
feebleminded  children  are  cared  for  in  the  community  in  their  own  homes, 
often  attending  Special  or  Opportunity  classes  in  the  public  schools  while 
it  is  the  more  difficult  problem  children  who  are  urged  for  admission  to 
State  Schools.  Consequently  most  of  the  morons  who  are  admitted  are 
those  who  present  so  many  problems  other  than  those  attributable  to 
mental  defect  that  even  after  a  period  of  training  they  are  still  unsuitable 
to  be  returned  to  the  community  under  supervision. 

The  ideas  about  extra-mural  patients  have  changed  during  the  twelve 
years  of  actual  experience  and  doubtless  will  continue  to  change.  However, 
it  is  felt  that  the  system  whereby  a  carefully  selected  group  is  placed  in  the 
community  under  the  supervision  of  the  School  is  very  worth  while.  Xo 
general  conclusions  can  be  drawn  as  to  the  length  of  training,  the  age  when 
placed  in  the  community  and  the  length  of  time  before  they  can  be  dis- 
charged as  these  factors  are  so  interdependent  and  related  to  other  factors 
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such  as  the  age  of  entering  School,  the  amount  and  degree  of  unfortunate 
experiences,  and  the  lack  of  training  and  discipline  before  admission  that 
these  are  matters  which  can  be  determined  only  by  considering  the  needs 
of  each  individual. 
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A  STUDY  OF  ADJUSTMENT  OF  ONE  HUNDRED  MENTALLY 
DEFECTIVE  GIRLS  UNDER  SUPERVISION  IN  WAGE  HOMES 

By  Hawley  P.  Foster,  Head  Social  Worker 
Wrentham  State  School 

This  is  a  study  of  100  institutionally  trained  mentally  defective  girls  in  a 
search  for  some  factors  which  might  have  led  to  their  so-called  success  or 
failure  in  the  selected  environment,  the  wage  home,  where  they  had  been 
placed  under  social  supervision  of  the  Wrentham  State  School.  A  girl  was 
called  successful  who  had  remained  in  the  wage  home  three  years.  She  was 
called  a  failure  if  she  was  not  able  to  adjust  to  this  selected  environment 
and  was  returned  to  the  school  within  three  years.  The  wage  home  is  one 
of  a  family  usually  living  in  a  separate  house,  where  the  girl  is  the  mother's 
helper  and  receives  financial  compensation.  One  hundred  girls  were  selected 
whose  three  year  trial  period  had  been  completed  by  January  1,  1934. 
Consecutive  cases  were  chosen  dating  from  January  1,  1934  back  to  1924 
until  100  cases  had  been  obtained,  50  cases  of  failures  and  50  cases  of 
successes.  The  criterion  for  failure  was  the  return  of  the  girl  to  the  school; 
that  for  success,  her  remaining  in  the  community  three  years.  In  order  to 
give  as  complete  a  picture  as  possible,  data  have  been  assembled  from  three 
periods  of  the  girls'  lives: 

1.  Pre-institutional 

2.  Institutional 

3.  Community  (wage  home) 
1.  The  Pre-Instituiional  Life: 

A  comparison  of  the  color,  nativity  and  legitimacy  of  the  two  groups 
shows  only  slight  differences.  Percentage  distributions  are  given  in  all 
tables,  based  upon  the  totals  of  50  successes  or  50  failures. 


Color 

Xahvity 

Birth 

Native 

Foreign 

Legiti- 

Illegiti- 

Black 

White 

Born 

Born 

mate 

mate 

Unknown 

.10 

90 

.98 

.02 

.70 

.26 

.04 

.06 

.94 

.94 

.06 

.82 

.18 

There  is  a  slightly  higher  percentage  of  illegitimacy  among  the  group  of 
successes  (26%)  as  against  the  failures  (18%).  Because  of  the  illegitimacy 
of  their  birth  these  girls  may  have  been  separated  early  from  their  mothers. 

Data  on  family  history  were  obtained  from  case  histories  of  the  school. 
These  histories  vary  in  completeness  and  adequacy.  Social  histories  with 
detailed  family  histories  were  not  available  in  many  cases.  Probably  only 
some  outstanding  facts  in  regard  to  the  families  were  recorded.  It  is 
probable  that  careful  investigation  by  a  social  worker  going  into  the  com- 
munity would  bring  many  additional  facts  to  light.  A  comparison  of  the 
nativity  of  the  parents  of  the  two  groups  shows  no  significant  difference 
between  the  native  born  and  foreign  born.  The  size  of  the  families  of  which 
the  patient  was  a  member  is  about  the  same  in  both  groups.  Economic 
status  of  the  families  of  the  two  groups,  prior  to  admission  to  the  school 
shows  a  slight  difference,  not  a  significant  one. 
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Marginal  Status    Dependent  Status 

Successes   .36  .64 

Failures   .54  .46 


64  per  cent  of  the  families  of  the  successes  were  dependent  economically,  as 
contrasted  with  46  per  cent  of  the  families  of  the  failures.  Because  of  the 
family  financial  situation  it  is  possible  that  the  child  was  early  taken  from 
the  home  and  made  the  subject  of  special  care  in  a  foster-home  or  institution. 
This  might  or  might  not  be  a  factor  in  the  development  of  the  child  and  in 
later  success  or  failure  to  adjust  in  the  wage  home,  after  a  period  of  training 
in  the  Wrentham  State  School. 

The  parents  and  siblings  have  been  described  in  certain  terms,  as  alcoholic 
sexually  immoral,  etc.  The  following  table  shows  the  percentages  appearing 
in  the  two  groups: 


Alcoholism         Sexual  Immorality      Mental  Defect 
Father    Mother   Father    Mother  Siblings     Any  member  of 

family 

Successes  40  .16         .24         .58         .24  .46 

Failures  40  .22         .22         .52         .18  .52 


There  are  no  significant  differences  between  the  two  groups.  It  is  inter- 
esting to  note  however  that  about  half  of  the  mothers  of  both  groups  were 
sexually  immoral,  that  slightly  fewer  (40%)  of  the  fathers  were  alcoholic, 
and  that  about  half  the  families  in  both  groups  showed  some  member 
(other  than  patient)  with  mental  defect.  Probably  it  is  rather  difficult  to 
get  old  histories  of  syphilis,  insanity  and  tuberculosis.  The  following  per- 
centages are  given,  bearing  in  mind  the  inadequacy  of  the  data : 


Tuberculosis  Syphilis  Insanity 

(family)  (famliy)  (family) 

Successes  14  .10  10 

Failures  22  .16  .14 


We  note  that  the  families  of  the  failures  show  slightly  higher  percentages 
than  those  of  the  successes  in  the  three  physical  or  mental  diseases.  The 
significance  of  this  is  difficult  to  interpret.  It  might  indicate  that  one  group 
was  from  more  susceptible  stock  or  it  might  indicate  that  it  was  subjected  to 
more  environmental  stress. 

An  analysis  was  made  of  the  types  of  natural  homes.  Their  homes  were 
considered  unfavorable  in  96  per  cent  of  the  cases  of  successes  and  94  per 
cent  of  the  cases  of  failures.  A  comparison  of  the  urban  and  rural  environ- 
ment shows  no  significant  difference.  Many  of  the  girls  were  placed  outside 
their  natural  homes  for  various  reasons,  —  broken  homes,  alcoholism,  neg- 
lect, and  so  on.  It  would  doubtless  be  of  interest  to  know  the  reasons  for 
placing  a  child  in  a  home  other  than  the  natural  one.  The  age  at  which 
this  took  place  might  well  be  of  significance  also,  but  it  was  impossible  to 
get  exact  information  on  these  points  from  the  histories.  There  was  a 
history  of  social  supervision  before  admission  to  the  school  in  54  per  cent 
of  the  cases  in  both  groups.  It  was  found  that  the  following  percentages  of 
cases  were  placed  in  other  homes  before  admission: 
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Foster  Homes  Institutions 

Successes   .56  .28 

Failures   .46  .38 


Among  the  outstanding  factors  in  the  personal  history  of  the  girl  prior 
to  admission  were  those  relating  to  sex.  The  difficulty  of  obtaining  complete 
histories  in  this  field  is  recognized.  Some  data  were  obtained  however. 
Percentages  appear  in  the  following  table: 


Successes 
Failures 


Sex  History        Pregnancies      Social  Disease 
.46  .20  .26 

.68  .16  26 


There  are  no  significant  differences  between  the  two  groups  in  this  table. 
Sex  History  usually  signifies  heterosexual  contacts.  One  difficulty  in  de- 
fining "Sex  History"  is  that  it  covers  a  wide  range  of  acts.  Some  of  them 
were  only  slight  deviations  from  the  conventional.  A  stricter  definition 
with  more  detailed  information  is  to  be  desired. 

2.  Institutional  Life: 

It  was  thought  that  the  age  at  admission  to  the  school  might  have  some 
effect  upon  the  later  adjustment  of  the  girl.  If  she  were  admitted  at  an 
early  age  would  her  chances  be  greater  or  less  for  profiting  by  the  training 
in  preparation  for  placement  in  the  community?  The  age  distributions  show 
no  essential  differences  however.  The  average  age  of  both  groups  was  16- 
17  years.  Ten  girls  among  the  successes  and  eight  among  the  failures  were 
admitted  to  the  school  under  14  years  of  age. 

Personality  traits  were  described  as  good,  fair,  poor.  This  represents 
the  estimates  made  by  the  writer  on  the  basis  of  whatever  material  could 
be  found  in  the  school  histories  as  to  the  personality  of  the  girl  during  her 
stay  in  the  school.  No  uniform  or  detailed  record  of  personality  has  been 
made  at  the  school.  Bearing  in  mind  the  inadequacy  of  the  data,  we 
present  the  percentages  of  personality  traits  in  the  groups  of  successes  and 
failures. 


Good  Fair  Poor 

Successes  48  .  44  .  08 

Failures  28  .38  .34 


Outstanding  is  the  34  per  cent  of  failures  who  were  judged  as  having  a 
"poor"  personality.  "Poor"  personality  indicates  disagreeable  attitude, 
egotism,  selfishness,  temper  tantrums,  etc. 

It  might  be  expected  that  the  length  of  time  in  the  school  would  have 
some  connection  with  the  success  or  failure  in  the  community.  The  average 
length  of  time  for  the  group  of  successes  was  8.8  years  and  10.3  years  for 
the  failures.  An  analysis  of  the  distribution  by  years  shows  a  significant 
difference  in  the  group  who  were  in  the  institution  over  15  years.  Four 
per  cent  of  the  successes  fell  in  this  group  as  compared  to  26  per  cent  of  the 
failures.  A  girl  should  remain  in  the  school  until  good  habits  are  established 
and  until  she  has  shown  that  she  can  adjust  to  people  and  to  situations. 
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On  the  other  hand,  it  is  sometimes  argued  that  too  long  a  stay  in  the  insti- 
tution tends  to  deaden  initiative,  that  the  artificial  environment  is  ener- 
vating. It  is  also  probably  true  that  a  girl  loses  contact  with  the  changing 
modes  and  manners  of  the  outside  world.  Just  what  is  the  happy  median 
between  too  short  a  period  and  too  long  a  period  might  well  be  given  special 
study. 

The  average  mental  age  at  placement  of  both  groups  was  10.8  years.  The 
average  intelligence  quotient  of  both  groups  was  .68.  The  average  age 
at  placement  of  the  successes  was  26.4  years,  of  the  failures  27.4  years. 
An  analysis  of  the  distribution  by  years  shows  a  significant  difference  in 
the  group  who  were  over  30  years  of  age  when  placed.  Eighteen  per  cent 
of  the  successes  fell  in  this  group  as  compared  to  38  per  cent  of  the  failures. 
At  least,  in  the  cases  of  this  study,  it  seems  that  the  chances  for  success 
when  placed  in  a  wage  home  are  less  after  30  years  of  age. 

3.  Community  Life  (Wage  Home): 

The  girls  were  usually  placed  in  single  families  living  in  separate  houses. 
The  majority  were  in  suburban  communities  as  the  following  table  shows: 


Urban      Suburban  Rural 

Successes  14  .82  .04 

Failures  06  .82  .12 


There  are  no  significant  differences  between  the  two  groups.  We  notice  a 
higher  percentage  of  urban  homes  for  the  successes  and  a  slightly  higher 
percentage  of  rural  homes  for  the  failures.  There  are  too  few  cases  to  warrant 
any  conclusions  however.  Most  of  the  families  employing  the  girls  did  so 
because  they  needed  their  help  with  children.  So  we  find  in  the  following 
table  that  there  were  few  working  in  the  homes  of  adults  only: 


Families  with  one  or  more  children    Family  of  adults 
Under   5    yrs.     Over  5  yrs.  of  only 
of  age  age 

Successes   .44  .  30  .  26 

Failures   .50  .16  .34 


There  are  no  significant  differences  in  this  distribution.  Although  there  are 
indications  that  the  girls  adjusted  better  in  families  with  children.  Data 
were  also  obtained  on  the  number  of  homes  when  there  was  a  woman  other 
than  the  employer.  Thirty  per  cent  of  the  successes  lived  in  such  homes, 
12  per  cent  of  the  failures.  This  would  indicate  that  the  "other  woman", 
perhaps  an  aunt  or  a  grandmother,  was  of  help  in  the  smooth  running  of 
the  household,  or  at  least  that  she  contributed  to  the  happiness  and  good 
adjustment  of  the  girl.  It  would  be  highly  desirable  to  obtain  data  on 
other  groups  both  from  this  and  other  schools  in  order  to  see  if  the  chances 
for  adjustment  are  better  in  homes  with  children.  There  are  various 
theories  about  the  immediate  family  environment  in  which  a  mentally  de- 
fective girl  should  be  placed.  Some  believe  that  she  will  get  along  better 
where  there  are  children.  Her  contact  with  them  offers  opportunities  for 
simple  recreation.    The  daily  give-and-take  of  a  common  life  offers  satis- 
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factory  relationships.  On  the  other  hand,  if  the  children  of  the  family  are 
superior  mentally,  their  interests  will  be  of  a  different  character  than  those 
of  the  girl  from  the  school.  The  feeling  of  inferiority  which  the  mental 
defective  may  have  would  doubtless  be  intensified  by  the  constant  contrast 
between  herself  and  the  child  with  a  higher  intelligence  quotient.  The 
social  contacts  of  the  child  of  the  family  in  her  teens  certainly  would 
be  of  far  different  character  than  that  of  the  girl  from  the  school.  The 
problem  of  the  relationship  of  the  girl  with  the  boys  of  the  family  is  one  to 
be  given  considerable  thought  also.  Some  workers  in  this  field  are  opposed 
to  placing  any  mentally  defective  girl  in  a  family  of  boys  of  any  age.  Others 
cite  cases  of  successful  adjustment  of  the  girls  placed  in  families  particularly 
where  the  boys  are  very  young.  They  may  have  helped  bring  up  the  boy 
from  infancy  and  doubtless  feel  the  close  attachment  and  the  responsibility 
of  an  older  sister.  Certainly  the  history  of  each  girl  should  be  carefully 
studied  in  order  to  ascertain  if  there  are  indications  of  abnormal  sex  acts. 
Perhaps  this  whole  problem  can  best  be  solved  on  the  basis  of  individual 
case  studies. 

An  attempt  was  made  to  judge  the  employers'  discipline  of  the  girl. 
There  were  no  outstanding  differences  in  the  two  groups.  However,  an 
estimate  was  attempted  of  the  employers'  understanding:  (1)  of  the  girl 
and  her  special  problems.  2  of  the  broad  aspects  of  the  problem  of  mental 
deficiency,  and  3  of  the  school  program  in  regard  to  training  and  super- 
vision. It  must  be  realized  these  are  estimates  and  are  based  largely  on  the 
social  worker's  interpretations.  But  as  far  as  possible  judgment  was  made 
on  the  woman's  specific  behavior  and  expressions. 

The  following  table  gives  percentages  for  the  two  groups: 


There  are  several  significant  percentages  in  this  table.  Eighty*  per  cent  of  the 
successes  were  thought  to  have  been  in  homes  where  the  woman  had  a  good 
understanding  of  the  girls.  5  3  per  cent  of  the  failures  were  in  homes  where 
the  woman's  understanding  was  only  fair.  12  per  cent  where  it  was  poor. 
The  differences  in  the  understanding  of  the  general  problem  of  mental  de- 
ficiency are  not  as  striking.  We  notice  however  that  the  percentage  of  good 
understanding  tends  to  run  higher  among  the  successes.  In  the  under- 
standing of  the  school  program,  we  find  some  contradictions.  The  per- 
centage of  fair  understanding  among  the  successes  is  lower  than  would  be 
expected  349c  ■  that  of  poor  understanding  is  higher  lo^c  .  This  might 
indicate  that  it  is  more  necessary  for  the  employer  to  understand  the 
immediate  problems  concerning  the  girl  and  her  mental  defect  rather  than 
the  more  remote  ones  in  regard  to  the  school  program.  The  estimate  of  the 
employers'  supervision  of  the  girls'  conduct  and  work  appears  in  the  following 


Employers"  L\vd er st and i n g  of 


GIXI.                   MENTAL  DEFECT  SCHOOL  PROGRAM 

Good    Fair  Poor  Good    Fair    Poor  Good   Fair  Poor 

.80      .  20       —  .48      .40        12  .50       34  16 

32        56  .12  .  20      -  72      .  08  .  32      .  64  .04 


table  : 


Employers'  Supervision  of 


CONDUCT  WORK 

Good   Fair    Poor  Good    Fair  Poor 

.78      .18      .04  .72      .26  .02 

.60      .  40       —  82      .18  — 
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It  is  interesting  to  notice  the  general  good  quality  of  the  employers*  super- 
vision. The  40  per  cent  among  the  failures  receiving  only  fair  supervision 
is  outstanding  however. 

Certain  data  were  obtained  on  the  girls*  conduct,  work.  etc.  while  in  the 
wage  home.  These  were  based  as  far  as  possible  upon  the  actual  observa- 
tions by  the  employer  and  the  social  worker. 

Conduct  Genkjlal  Work 

Good    Fair    Poor  Good   Fair  Poor  Variable 

Successes  84      . 16       —  .76      .16       —  .08 

Failures  18      .  38      .  44  .38      .28      .34  — 

The  outstanding  percentages  are  those  designated  as  good  among  the  suc- 
cesses and  poor  among  the  failures,  both  as  to  conduct  and  general  work. 

Observations  were  made  on  the  girls'  interests  other  than  her  work. 
Following  are  the  percentages  of  both  groups: 


Sucres-s-es 
Failures 


It  is  interesting  that  the  successes  show  higher  percentages  of  interest  in 
each  field  than  do  the  failures.  Probably  an  important  factor  in  the  success 
of  a  girl  is  her  ability  to  fill  her  spare  time  with  wholesome  recreation  and 
interests. 

The  problem  of  the  girls"  contacts  with  relatives  and  old  friends  has 
caused  the  social  worker  much  thought.  In  many  cases  these  contacts  and 
influences  prior  to  admission  to  the  school  were  considered  to  be  detrimental, 
or  at  least  to  be  of  no  constructive  value.  Usually  during  the  stay  in  the 
school,  visits  from  relatives  and  old  friends  were  carefully  reflated  by  the 
Staff.  When  the  girl  entered  upon  the  new  life  in  the  wage  home  she  was 
encouraged  to  make  only  a  few  well  chosen  friends  outside  of  the  immediate 
family  group  of  her  new  home.  As  far  as  possible,  she  was  encouraged  to 
look  upon  the  whole  change  in  environment  as  an  opportunity  for  a  fresh 
start.  It  was  desirable  in  each  case  for  the  social  worker,  with  the  advice 
of  the  school  officials,  to  consider  how  close  should  be  her  contacts  with  her 
own  relatives.  The  following  table  shows  the  percentage  of  such  contacts 
with  an  estimate  of  their  effect  upon  the  girl: 


No  Contac:  Helpful  Disturbing        No  Is3uer^ce 

Successes   .64  .08  .04  .24 

Failures   .24  .18  .  54  .  04 

It  is  interesting  to  notice  that  the  successes  had  fewer  contacts  than  did 
the  failures  and  that  the  failures  had  more  ^54°^  disturbing  contacts. 

We  might  record  the  status  of  the  two  groups  at  the  time  of  writing.  — 
of  the  50  successes.  19  have  been  discharged.  31  are  still  under  supervision. 
The  50  failures  were  returned  to  the  school  for  the  following  reasons.  — 
general  inefficiency.  20;  personality  problem.  21:  sex  problems,  17;  ^of 
this  number.  4  were  pregnant  :  disturbing  relatives.  10;  unsuitable  wage 
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homes,  2;  health  problems,  6;  stealing,  3.  Of  this  group  of  so  called 
"failures",  9  have  again  been  placed  in  the  community. 

Summary: 

From  data  assembled  for  this  study  a  comparison  was  made  of  two  groups, 
50  cases  of  successes,  50  of  failures  among  institutionally  trained  mentally 
defective  girls  placed  in  wage  homes  under  supervision.  Data  were  analyzed 
covering  the  three  periods,  (1)  pre-institutional,  (2)  institutional  (school), 
and  (3)  community  (wage  home). 

Slight  differences  were  found  in  the  pre-institutional  history.  There 
seemed  to  be  more  alcoholism,  sexual  immorality,  mental  defect,  tuber- 
culosis, syphilis,  insanity,  and  proverty  in  the  families  of  the  girls  who  later 
proved  to  be  failures. 

From  the  data  covering  the  school  period  only  slight  differences  emerge. 
The  ages  at  admission  and  the  mental  ages  are  the  same.  But  it  would 
seem  the  chances  for  success  are  less  among  the  group,  (1)  who  has  had  a 
long  stay  in  the  school  (over  15  years),  and  (2)  who  were  over  30  years  of 
age  at  the  time  of  placement.  There  are  some  indications  of  relationship 
between  the  personality  of  the  girl  as  exhibited  in  the  school  and  her  ability 
to  adjust  in  the  wage  home.   Data  on  personality  are  inadequate,  however. 

From  the  data  covering  the  period  spent  in  wage  home  it  would  seem 
that  the  girl  does  better  in  a  home  where  there  are  children  and  where  there 
is  a  woman  other  than  the  employer.  As  would  be  expected  the  employer's 
understanding  of  the  girl  and  her  mental  defect  seem  to  play  an  important 
part  in  her  adjustment.  The  general  good  quality  of  the  employer's  super- 
vision of  the  girl's  conduct  and  work  is  noted.  A  highly  significant  factor  in 
the  success  of  the  girl  is  her  ability  to  fill  her  spare  time  with  wholesome 
recreation  and  interests.  It  seems  to  be  desirable  to  place  some  limitation 
upon  her  contacts  with  old  friends  and  relatives. 

In  general,  /^aere  are  few  highly  significant  factors  which  differentiate  the 
two  groups.  This  may  be  due,  (1)  to  the  inadequacy  of  the  data,  or  (2)  to 
the  non-discriminating  character  of  the  factors  chosen  for  study.  The  de- 
sirability of  first  setting  up  a  problem,  then  of  gathering  data  is  evident 
throughout  this  study.  Perhaps  additional  factors  would  have  proved  sig- 
nificant, —  such  as  social  status  of  the  wage  homes,  and  the  personalities  of 
the  foster-families.  Or  perhaps  there  should  be  careful  case  studies  of  the 
interplay  of  the  personalities  of  the  girl  and  her  employer's  family  together 
with  a  study  of  relationships  within  that  family  group.  Only  the  very 
limited  problem  of  the  adjustment  of  the  mental  defective  in  a  very  special 
environment  is  considered  here.  The  broader  problem  of  adjustment  in  the 
community  as  a  whole  might  well  be  studied  in  conjunction  with  a  limited 
study  such  as  this  of  the  girl  in  a  wage  home  still  under  supervision  by  the 
school. 

Note:  —  Grateful  acknowledgment  is  made  to  Miss  Lillian  M.  Smith  and 
Mrs.  Dorothy  W.  Doe,  social  workers  at  the  Wrentham  State  School  for 
assistance  in  the  collection  of  data  for  this  paper. 
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